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The research that constitutes this thesis was conducted as part of a larger collaborative project 
entitled ‘The Costs of Eating Disorders in New Zealand’ (known going forwards as the 
‘COSTS Study’). The larger COSTS Study, and the components which were relevant to the 
present research, are described within the thesis. I contributed to the larger project in a variety 
of ways. In order to meet the aims of this PhD, I introduced a number of new and amended 
items to the online survey for those with a history of an eating disorder, expanded the 
interview schedule for those participants, and applied for and obtained ethical approval for all 
changes. I also subsequently updated the COSTS Study webpage to reflect those changes. I 
was responsible for the data collection over a period of 18 months. I distributed posters and 
revisited poster locations to ensure they were maintained, advertised across social media, and 
wrote advertisements that were posted online. Furthermore, I responded to email and 
telephone enquiries, and initiated contact with survey participants who met the inclusion 
criteria and advised they were happy to take part in further research. I conducted all of the 
interviews with the 18 participants from which the data was obtained for the qualitative part 
of this thesis. I transcribed all of the interviews in full, including those questions which 
pertained to the larger study rather than the present thesis. I also carried out all of the data 
analysis for this PhD, across both the quantitative and qualitative studies, comprising of 
univariate analyses (t-tests, ANOVA, Mann-Whitney U tests and Kruskal Wallis tests), 
regression models and thematic analysis. I presented subsets of my findings at the Australia 
and New Zealand Association of Eating Disorders Annual Conference 2019 in Adelaide and 
the New Zealand Psychological Society (NZPS) Annual Conference 2019 in Rotorua. At the 
latter conference, I was the winner of the best student presentation and was invited to write an 
article for Psychology Aotearoa, the NZPS newsletter. The article included a brief overview 
of some of the preliminary findings from Study 2. Full findings are reported within the PhD.  
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Abstract 
Eating disorders (EDs) are a group of mental health illnesses (anorexia nervosa, bulimia 
nervosa and binge eating disorder) that can have serious and sometimes fatal health 
consequences. Existing research indicates a wide range of etiological factors. Key 
psychological and social causal factors established in the literature include: low self-esteem, 
emotion regulation difficulties, an external locus of control, high perfectionism, high body 
dissatisfaction, trauma (particularly sexual abuse), relationship struggles with parents and/or 
peers (including bullying) and peer pressure. Interestingly, a number of these psychological 
and social factors also reoccur in the literature examining the maintenance of EDs. It is 
accepted that multiple, rather than a single factor, contribute to both onset and maintenance, 
and these factors vary not only among ED diagnostic groups but also between individuals.  
Despite the body of existing literature, the complexity of EDs means that etiology and 
maintenance is still not fully understood. Further, treatment dropout and recovery rates show 
there is still significant room for improvement. Despite the unique insights participants with 
lived experience of an ED can provide, few studies have focused upon their perspective. 
Research from the perspective of women with binge eating disorder is particularly limited. 
No studies were identified that explored patient views of  causes, maintenance factors, 
treatment and recovery within the same sample. This lack of research looking holistically at 
experiences of an ED has restricted the ability to explore how perceptions of causal and 
maintenance factors may be connected to treatment experiences and, thus, recovery. 
Furthermore, research comparing the perceptions of people with different ED diagnoses, is 
extremely scarce; very few qualitative studies and no quantitative studies were found, despite 
quantitative methods enabling statistical comparisons between groups. Yet, establishing 
diagnostic differences may have important implications for tailoring treatment based on ED 
diagnosis to improve efficacy. Finally, no research was identified that used mixed methods 
 xvi 
within the same sample, yet for a complex topic such as eating disorders, triangulation 
through mixed methods can strengthen any conclusions or implications. 
 The present PhD sought to address the research gap by exploring the perspectives of 
women with a history of anorexia nervosa (AN), bulimia nervosa (BN) and binge eating 
disorder (BED), through a mixed methods approach. The specific purpose was to investigate 
the key psychosocial factors that influenced the onset and maintenance of an ED, and factors 
that participants perceived were linked to effective treatment and recovery. 
 Study one utilised an online survey to collect quantitative data to examine the extent 
to which psychological and social causal and recovery factors, identified through the 
literature review, were perceived to be important by women with lived experience of an ED 
(N = 358). Results indicated that all of the causal factors explored were endorsed by at least 
43% of participants, demonstrating the broad range of factors perceived to be involved in the 
onset of an ED. Low self-esteem, difficulties coping with negative emotions and feeling 
pressure to succeed and be perfect were the most highly endorsed causal factors across all ED 
diagnostic groups. Perceptions of feeling a sense of control from the ED differed significantly 
between each diagnostic group; participants with AN were significantly more likely to 
endorse this causal factor and participants with BED were significantly less likely. 
Participants with BED also differed from those with AN and BN in their views of several key 
recovery factors; they were more likely to endorse the use of support groups and tackling 
issues around food and body image. Self-motivation was found to be the most important 
recovery factor across all diagnostic groups. 
 In study two, a qualitative study, a subset of women from study one (n = 18) were 
interviewed to explore their views on the onset, maintenance, treatment and recovery of their 
ED. Through thematic analysis, seven themes were identified: perceptions of being in or out 
of control, “people always compliment you for losing weight”, difficulties in being one’s true 
 xvii 
self, judging oneself negatively in comparison to others, emotion regulation, misconceptions 
of what a ‘legitimate’ eating disorder looks like, and a change in perspective. Participant 
narratives highlighted a variety of psychological and social factors that were relevant 
throughout the different stages of an ED, from onset to recovery. A number of barriers to 
help-seeking were also described, which, in addition to viewing the ED as serving a positive 
function, were perceived as central maintenance factors. 
 The weaving method of narrative integration was used to provide a comprehensive 
discussion incorporating both sets of findings. A high level of convergence between the 
quantitative and qualitative findings was evident. Several psychosocial factors reoccurred as 
important to onset, maintenance, treatment and recovery. Some diagnostic differences were 
also established. In summary, low self-esteem and high perfectionism appeared to influence a 
tendency to make self-comparisons and the way in which compliments were internalised 
(such as pressure to maintain a high standard). Low self-esteem also appeared to foster a fear 
of abandonment, which resulted in participants supressing needs or concerns in favour of 
pleasing others. This lack of self-expression appeared to decrease the use of social support as 
a coping strategy and had implications for engaging in a therapeutic relationship. In addition, 
a need to feel in control and difficulties regulating emotions made coping with trauma and 
distress problematic, resulting in using an ED as a coping strategy. These integrated thesis 
findings were developed into a psychosocial model to illustrate the links between the 
psychological and social causal factors, and how these psychosocial processes impacted upon 
the maintenance of an ED, the treatment and recovery. 
 Implications of the findings for the prevention of EDs include greater focus on 
changing media portrayals of appearance and weight loss, and the delivery of media literacy 
programmes. Greater education around EDs is needed, for the public and professionals, to 
remove stigma and to break down barriers to accessing treatment. The results also have wide 
 xviii 
ranging implications for treatment, which include ensuring a sense of autonomy, enhancing 
self-motivation, addressing the perceived positive function of an ED, careful consideration of 
using compliments and criticism, teaching healthy coping strategies, and the importance of 
incorporating diagnostic and individual differences into treatment plans. 
 
 1 
CHAPTER ONE: Setting the Scene 
 
1.1 Introduction 
 This thesis explores a group of mental health illnesses known as eating disorders 
(EDs). While there is a body of literature investigating the many different aspects of EDs, 
including a range of potential causal factors and treatment options, there are still many 
knowledge gaps. The focus of this PhD is on the views of women with lived experience of an 
ED. Although their opinions cannot be accepted as fact, they provide a unique and potentially 
very elucidating perspective on these complex disorders that can vary considerably between 
individuals. The research sought to gain an insight into the perceptions of women with lived 
experience of an ED, particularly what caused their ED, why it was maintained, what was 
helpful or unhelpful in treatment, and how these factors may or may not contribute towards 
recovery. Of further interest was any variation in views based upon diagnostic group or 
recovery status, and the clinical implications these differences may have for treatment. Thus, 
the research questions this thesis sought to answer, in a group of women with lived experience 
of an eating disorder, were: 
1. What factors do the participants believe contributed to the onset, maintenance and 
recovery of their disorder, including factors within treatment? 
2. How do the factors perceived to have contributed to onset, maintenance and 
effectiveness of treatment compare in recovered and non-recovered participants  
3. How do participants’ experiences and views of factors that influenced onset, 
maintenance, treatment and recovery vary based on their diagnosis? 
The project used a mixed methods approach to address these questions, by conducting both a 
quantitative and a qualitative study that collected the views of women with lived experienced. 
The quantitative study enabled statistical comparisons based on recovery status and ED 
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diagnosis to be made. The qualitative study allowed narrative data to be collected in a format 
that was unrestricted by predefined response choices. Further detail can be found in each of 
the relevant study chapters (Chapter 4 and 5). 
 
1.2 Developing the Project 
1.2.1 Where it all Began 
Volunteering as a support worker for Rape Crisis Tyneside and Northumberland, a 
charity in North East England that supports survivors of rape and other sexual violence and 
abuse, I noticed disordered eating and food being a common subject. I decided to investigate 
this for my Master’s thesis, interviewing counsellors about their experiences with clients and 
their views on the possible link between sexual abuse and EDs. This is where my interest in 
EDs and their causes began. After delving further into the literature it became clear that there 
are far more factors involved than solely abuse and I began my journey to find out more. 
Despite this being an active field of research, with new theories of etiology and treatment 
being proposed and tested through clinical trials, it was clear that there is still scope to 
improve and expand knowledge and understanding. 
Through my volunteer work I have prior experience in speaking with women who 
have been through traumatic and emotional experiences. My training involved learning some 
counselling skills but I am not a qualified counsellor and my main training and experience is 
around listening. I feel that this equipped me well for this project, as I was comfortable 
listening to the experiences of the participants and was not interpreting their narratives from a 
practitioner’s point of view. Furthermore, I have not experienced an ED myself and neither 
has anyone close to me, so my interpretations will not be influenced by having lived 
experience of an ED. I do however accept that I will have some personal opinions on certain 
topics that influence my perspective and decisions, especially having read and reviewed the 
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background literature. Acknowledging that fact allowed me to try and be mindful of my own 
beliefs and remain as open as possible. 
 
1.2.2 The Costs of Eating Disorders in New Zealand (The COSTS Study) 
 As outlined in the preface, the research that constitutes this thesis was conducted as 
part of a larger study, the COSTS Study, being run by the University of Otago, Christchurch, 
with co-investigators at the Eating Disorders Association of New Zealand (EDANZ), 
Canterbury District Health Board, University of Auckland, and the University of North 
Carolina & Karolinska Institutet. The COSTS Study had broader aims of obtaining 
information about the impact of EDs in New Zealand, including financial and other costs, 
from both people with a history of an ED and carers of someone with an ED. It also included 
an additional section eliciting participant views of causality and recovery.  
 
1.3 Ethics 
 Approval had already been granted from the Health and Disability Ethics Committee 
(HDEC) for the original COSTS Study. Following my addition to the research team and the 
subsequent amendments and additions made for this PhD, a further application to the HDEC 
was made. The changes received approval from the HDEC on 19th October 2017 (ref: 
16/NTB/189/AM01) (see Appendix A). 
 
1.4 Thesis Structure 
The present chapter provides an overview of the origins and research questions 
underpinning the thesis. Chapter 2 introduces the topic, key terms and approaches taken in the 
project. The philosophical position and theoretical framework that underpin the thesis and 
guided methodological decisions are set out. The rationale for the mixed methods approach is 
 
 4 
also discussed. What is meant by the term ‘eating disorders’ in this thesis is defined in 
Chapter 2, as is a brief overview of treatment of EDs in New Zealand. Current knowledge on 
the epidemiology of these illnesses is also reviewed, providing background information that 
begins to emphasise the importance of this area of research and places the current project in 
context. The additional key constructs: ‘causal factors’, ‘maintenance factors’ and ‘recovery’, 
which are a focus throughout this thesis, are defined. 
Chapter 3 provides a review of current literature on the etiology and treatment of EDs. 
Throughout this review the distinction is made between the results from quantitative studies 
and the results from qualitative research from the perspective of people with lived experience 
of an ED. This structure allows for a comparison to be made between the findings generated 
by the two methods and subsequent conclusions drawn. Chapter 3 concludes by providing an 
outline of the aims and objectives of the overall project. 
The thesis consists of two different studies; the quantitative study and the qualitative 
study. Chapter 4 presents the quantitative study, including the method of data collection, the 
data analyses conducted, and the results found, which are discussed in relation to other 
research. The strengths and limitations of the quantitative study, and implications of the 
findings, are also considered. The qualitative study is presented in Chapter 5, including the 
methods used and the themes identified. A discussion of the findings in reference to existing 
literature, the strengths and limitations of the study, and the implications, are also presented.  
 The mixed methods approach here utilised a convergent design, meaning each study 
was conducted and analysed separately and then brought together for a final interpretation 
(Creswell & Plano-Clark, 2011). This integrated interpretation is presented in the final 
chapter, Chapter 6. Using the weaving method of narrative integration (Fetters et al., 2013), 
the findings from the quantitative and qualitative studies were incorporated together into an 
overall discussion. The discussion is separated into each of the key psychosocial concepts that 
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were identified in the data. For each concept, the relevant results generated from each method 
are outlined, establishing the extent to which the two methods aligned or diverged, and are 
then considered alongside existing literature. Finally, implications of the integrated findings 
are considered and future directions for research are proposed.  
 
 6 
CHAPTER TWO: Background and Thesis Context 
 
2.1 Introduction 
The purpose of this chapter is to place this thesis in context. Firstly, the ontological 
and epistemological assumptions and the underpinning theoretical framework for the project 
are explained. Next, some contextual information about EDs is provided, including the 
different diagnostic criteria between each ED. Epidemiological and treatment information is 
reviewed. Finally, key definitions are provided. 
 
2.2 Ontology and Epistemology 
This is a mixed methods research project. As described by Johnson et al. (2007), 
“mixed methods research is the type of research in which a researcher or team of researchers 
combines elements of qualitative and quantitative research approaches (e.g. use of qualitative 
and quantitative viewpoints, data collection, analysis, inference techniques) for the broad 
purpose of breadth and depth of understanding and corroboration” (p. 123). Utilising the 
strengths of both methods can enhance research, but some writers have proposed concerns 
that quantitative and qualitative methodologies are underpinned by different world views 
(Holloway & Galvin, 2017). It was therefore important to clearly establish the philosophical 
approach this project took and how this guided the decisions made throughout. The project 
was carried out under the assumption that there is a world independent of human existence but 
our social experiences determine our knowledge and shape our perception of reality. 
Therefore, the project was conducted from a critical realist position. Critical realism first 
emerged out of a critique of the positivist epistemology in the 1970’s and particularly through 
the works of Roy Bhaskar (Danermark et al., 2005).  
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Positivism focuses on that which is observable and quantifiable, keeping 
interpretations separate to the data (Kvale, 2007). This is closely linked to quantitative 
methodologies, which conduct experiments to test hypotheses and consider the researcher as 
an impartial observer (Johnson & Onwuegbuzie, 2004). Critical realism, however, takes the 
position that the focus should be switched to ontology, understanding what constitutes reality, 
and the underlying mechanisms that are causing events rather than the events themselves. 
There is an independent reality, of which not all aspects are observable, but these aspects can 
still be experienced and studied indirectly through their ability to cause events (Danermark et 
al., 2005). When studying human participants, it is from the position that although an 
independent reality exists, our social world is constructed and context can impact upon the 
results of causal mechanisms, therefore reality cannot be entirely independent (Sayer, 2000). 
It is assumed humans are active participants in the research, who have their own 
opinions based upon experiences. People evaluate their experiences, which may influence or 
change their actions, therefore researchers need to know the meanings people attribute to their 
actions to be able to understand the behaviours (Danermark et al., 2005). This has some 
similarities to idealism, which holds the position that “reality is only knowable through the 
human mind and through socially constructed meanings” (Snape & Spencer, 2003, p. 11) and 
is therefore linked to qualitative methodologies (Lipscomb, 2008). However, critical realism 
also holds the position that when people construct their own social reality they often make 
mistakes (Gorski, 2013). The fact that humans can make mistakes in their knowledge of the 
world is evidence of a reality independent of our existence (Sayer, 2000). There is often an 
ontological gap between the independent reality and human understanding of the world, and 
research needs to focus on both the real world and the person’s interpretations of it, as even 
false perceptions can influence their actions (Danermark et al., 2005). 
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In sum, critical realism holds some positivist (associated with quantitative 
methodologies) and some idealist (associated with qualitative methodologies) assumptions. 
Braun and Clarke (2006) refer to critical realism as “sitting between the two poles” (p. 81) 
and so using mixed methods research for this project is in line with the philosophical position. 
Although acknowledgement needs to be given to the quantitative vs. qualitative paradigm 
debate, mixed methods can be an effective way of addressing the research question if the 
potential for philosophical inconsistencies, the methods chosen, and the way they are 
combined are carefully considered (Johnson & Onwuegbuzie, 2004; Lipscomb, 2008). 
Johnson and Onwuegbuzie (2004) proposed that mixed methods research should be 
considered as a third paradigm, and I would suggest one that is associated with critical 
realism. Lipscomb (2008) described how critical realists can use empirical methods to study 
those aspects of reality that are measurable, and use qualitative methods to investigate the 
meanings and interpretations people have of the world. Therefore, there is no restriction to 
one aspect of ‘reality’. 
The present thesis focuses upon the perspectives of women with lived experience of an 
ED. In line with critical realism, understanding their experiences, how they interpreted those 
experiences and the way those interpretations influenced their behaviours was key, whilst 
accepting that they may not be conscious of all the reasons behind their actions. Quantitative 
and qualitative methods generate different kinds of data that can be used together as a 
powerful tool to produce a fuller picture of complex phenomena (Ritchie, 2003). The well-
established complexity of EDs provides rationale for the mixed methods approach taken here. 
Each individual with an ED has their own unique experience and so a methodology that 
allows an open exploration that is not constrained by pre-existing theories was required 
(Patching & Lawler, 2009). Using qualitative methods enabled the participants to describe 
their views, experiences and motivations in detail and relevant to different contexts. 
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Alternatively, quantitative research involves conducting statistical analysis to establish 
patterns in the data and allows for statistical comparison (Bernard, 2012). As described later 
in this chapter, EDs are a group of illnesses made up of several different diagnoses, the three 
most common of which were considered in this thesis. The use of quantitative methods 
allowed for a statistical comparison of the views of participants based upon diagnostic group 
and recovery status. Using quantitative and qualitative methods alongside each other, and 
bringing the findings together for a further interpretation, can provide meaning and reasoning 
to the numbers (Johnson & Onwuegbuzie, 2004). Using a mixed methods approach in this 
PhD was therefore consistent with the philosophical assumptions and the most appropriate 
approach to meet the research aims. The reasons behind the particular methods of data 
collection and analysis chosen within each study, including reference to the philosophical 
position, are discussed in greater detail within the relevant method sections of Chapters 4 
(quantitative), 5 (qualitative) and 6 (mixed methods integration).  
 
2.3 A Psychosocial Theoretical Framework 
The Biopsychosocial Model was first proposed for use in psychiatry by Engel (1977), 
in response to concerns over an inadequate health care system. Engel stated that the 
Biomedical Model, which focuses solely on biology and was the most commonly used model 
at the time, does not incorporate all of the etiological factors necessary to establish the most 
appropriate treatment. He reported that early experiments within medicine have shown 
biological abnormalities to be present in people who are not ill and that the course and 
symptoms of an illness are not experienced the same in all individuals. Engel drew the 
conclusion that psychological, social and cultural factors need to be considered, and if this is 
the case within medicine then it is even more crucial for psychiatry. Engel therefore proposed 
a Biopsychosocial Model that takes into account the patient’s social world and their own 
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perceptions, as well as biology, and sees the person and not just the illness. Current research 
into the etiology of EDs proposes a range of casual factors and relationships between them. 
The general consensus on the approach to integrating these factors is the Biopsychosocial 
Model (Polivy & Herman, 2002).  
While accepting the value of the Biopsychosocial Model in moving away from a 
biological reductionist approach to medicine, Ghaemi (2009) raised concerns over the 
vagueness of the model due to its vast expanse, and the lack of guidance on how to prioritise 
the many factors in practice. When considering the complexity of EDs and the huge range of 
causal factors put forward in the literature, taking a biopsychosocial approach would have 
been too large a scope to cover within the frame of this thesis. It has been suggested that 
scientific advances are enabling research into genetics and biology to progress at a faster rate 
than less easily measurable factors, such as environmental influences (Striegel-Moore & 
Bulik, 2007). Furthermore, aspects of individual human biology are often something that the 
person themselves is not aware of or able to articulate in comparison to their thoughts and 
experiences. Therefore, this thesis is underpinned by a psychosocial theoretical framework. 
Based on existing research and the ontological position, this project was carried out 
under the assumption that it would be too simplistic to think that each causal factor acts in 
isolation. Individuals do not all act in the same way when in the same social environment, and 
an individual does not consistently behave in the same way regardless of their environment. 
These inconsistencies suggest an interplay between psychological factors and social influence, 
in line with the critical realist assumption that experiences can shape perspectives and 
therefore behaviours. Keel and Forney (2013) refer to homophily, the tendency for those who 
share similar traits to be more likely to socialise together, as well as how personality traits 
shape responses to social stimuli, in their description of psychosocial risk factors in EDs. 
Although it is possible to study each factor separately, the psychosocial theoretical framework 
 
 11 
accepts these factors can influence each other and their presence is often correlated. Hollway 
and Jefferson (2013) explain in their psychosocial approach that we cannot hope to 
understand a subject’s inner world without knowing what their experiences have been, and 
that we cannot understand their experiences in the world without having some knowledge of 
how their inner world shapes those experiences. It is therefore important to recognise 
interrelations to generate a more accurate picture of complex disorders such as EDs, and to 
better understand the experiences of participants.  
The psychosocial model guided the development of the survey items in the present 
quantitative study, ensuring multiple social and psychological factors were included. The 
qualitative study in the present thesis enabled participants to describe a combination of 
psychological and social factors that they perceived to be important and often intertwined, and 
the method of data analysis ensured any interrelations between factors were not lost by 
breaking the data down into individual factors. During the mixed methods integration, the 
findings from the qualitative study were able to provide further context to the quantitative 
results, in which correlations between variables were also tested. 
 
2.4 Eating Disorders 
2.4.1 What is an Eating Disorder? 
The umbrella term of ‘eating disorders’ refers to an abnormal attitude towards food, 
shape or weight that leads to unhealthy changes in eating habits. These habits include 
numerous behaviours that can vary considerably but all of which can have a damaging impact 
upon health. This has resulted in several different types of EDs being classified. The most 
well-known types of EDs, and those which will be considered within this thesis, are anorexia 
nervosa (AN), bulimia nervosa (BN) and binge-eating disorder (BED) (NHS, 2015). 
Behaviours similar to those that would be considered symptoms of an ED, such as self-
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starvation, have been documented since the Middle Ages but these behaviours are thought to 
have been linked to beliefs around spirituality and religion. In the 18th century 
industrialisation began a change in social norms, with body image and feminine ideals 
beginning to be emphasised, and by the 19th century food-refusal was increasingly being seen 
as linked to psychiatry (Dell’Osso et al., 2016). The first clinical descriptions of anorexia 
nervosa were provided by two distinguished physicians, Sir William W. Gull and Professor 
Charles Lasègue, simultaneously in 1873 (Silverman, 1997). However, it was not until the 
late 1960s that anorexia nervosa became substantially more prevalent (Polivy & Herman, 
2002). Bulimia nervosa did not emerge as a disorder in its own right until the late 1970s 
(Polivy & Herman, 2002; Russell, 1979) and binge eating disorder was a much later addition, 
not being considered as a specific diagnosis until the Diagnostic and Statistical Manual of 
Mental Disorders 5th Edition (DSM-5) (American Psychiatric Association, 2013). 
The DSM-5 (American Psychiatric Association, 2013) sets out the diagnostic criteria 
for each disorder with some clear distinctions. The DSM-5 also includes criteria for the 
diagnosis of pica, rumination disorder, avoidant/restrictive food intake disorder (ARFID), and 
unspecified feeding or eating disorder, all of which were not considered in this thesis. The 
diagnostic criteria for AN, BN and BED, as set out by the DSM-5, are described below. 
 
2.4.2 Anorexia Nervosa 
A defining feature of AN is being significantly underweight, requiring a body mass 
index (BMI) of less than 85% of the median for age and gender for diagnosis. There also 
needs to be a persisting fear of weight gain, and using weight and shape as one of the key 
means of self-evaluation . Two subtypes of AN are set out to distinguish between those who 
binge and purge (AN-BP), and those who are restrictive (AN-R). There are some similarities 




2.4.3 Bulimia Nervosa 
BN involves having at least four uncontrollable binge-eating episodes (eating a large 
amount of food within a short time frame, with a sense of loss of control) and at least four 
episodes of compensatory behaviours (e.g. purging: self-induced vomiting, misuse of 
laxatives, diuretics, diet pills, or non-purging behaviours: excessive exercise, fasting) per 
month for at least three months. As with AN, weight and shape are one of the key means of 
self-evaluation , however being significantly underweight is not necessary for diagnosis. 
 
2.4.4 Binge Eating Disorder 
BED only became a recognised disorder in its own right in the DSM-5 following 
reviews conducted in 2009 and a proposal that was well supported (Keel et al., 2011). A BED 
diagnosis requires at least four uncontrollable binge-eating episodes each month for at least 
three months, and less than one compensatory act per month throughout this time. Other 
central features include eating when full or not hungry, and experiencing a high level of 
distress, guilt, embarrassment or disgust about binge eating. 
 
2.4.5 Subthreshold Eating Disorders 
The previous version of the DSM, the DSM-IV, included a category called eating 
disorder not otherwise specified (EDNOS). This referred to someone who has symptoms of an 
ED that are considered to be clinically severe but do not meet the specific diagnostic criteria 
for AN, BN or BED. EDNOS previously accounted for 60% of outpatients diagnosed 
(Fairburn & Bohn, 2005). This thesis, however, did not consider EDNOS due to the wide 
range of symptoms that are included, making comparison as a single group to the other 
diagnoses difficult. The DSM-5 replaced the EDNOS category with other specified feeding 
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and eating disorders (OSFED), which includes: atypical AN (at least a 10% weight reduction 
rather than BMI), subthreshold BN (at least two binge-eating episodes and compensatory 
behaviours per month for at least three months, or six in a shorter time frame), and 
subthreshold BED (at least two binge-eating episodes per month for at least three months, or 
six in a shorter time frame). OSFED also includes purging disorder and night eating 
syndrome, which were not considered in this thesis. 
The inclusion of separate subthreshold categories, each with different criteria, enables 
most people to receive a named diagnosis, recognising the severity of these disorders and the 
impact they can have. Comparing full and subthreshold BN, Chapa et al. (2018) concluded 
that BN was not more clinically severe or impairing than subthreshold BN and both require 
treating to the same intensity. Similarly, atypical AN has been found to closely resemble 
threshold AN and to have a comparable risk of serious medical consequences and 
complications (Kerem et al., 2017; McIntosh et al., 2004). Research into subthreshold BED is 
more limited, but comparing obese patients accessing bariatric surgery in relation to anxiety, 
depression and neuroticism, those with subthreshold BED were deemed to be aligned more 
closely with BED than the non-ED group (Dahl et al., 2012). These findings in relation to 
AN, BN and BED demonstrate the relevance of considering experiences of subthreshold EDs.  
Creating subcategories has resulted in more specific diagnoses rather than grouping 
together a range of behaviours. Keel et al. (2011) found improved discrimination between the 
DSM-5 diagnoses when compared to the DSM-IV, supporting these additions and 
highlighting the importance in acknowledging the behaviours that differentiate between each 
diagnosis. People who received their diagnosis prior to 2013, however, may still use the term 
EDNOS and it is frequently used within the literature to encompass any ED that is not AN or 




2.4.6 Diagnostic Crossover 
For people within the first five years of their illness in particular, there is a risk of 
diagnostic crossover between AN and BN (Tozzi et al., 2005). As well as crossover between 
diagnoses, there has also been a crossover found within AN subtypes. Eddy et al. (2002) 
found in a longitudinal study of 136 patients diagnosed with AN that over 62% of participants 
had crossed from AN-R to AN-BP after eight years. They concluded ANR and ANBP to be 
different stages throughout the course of AN, rather than different subtypes of the illness. 
Keel and Brown (2010)’s review of the course of EDs also revealed a crossover from AN to 
BN, as well as the suggestion that the symptoms of EDNOS often reflect partial remission, 
and constitute the course of an ED. This demonstrates the complexity of these disorders, the 
sometimes fluid nature of the symptoms and, therefore, the specialist knowledge and 




EDs are prevalent across all racial and ethnic groups (Rodgers et al., 2018). The 
prevalence of EDs is reported to be disproportionately higher in more affluent countries and 
cultures, and are therefore expected to increase in line with global economic development and 
Westernisation (Erskine et al., 2016). A review of the literature on the epidemiology of EDs 
estimated that there are 8 cases of AN and 12 cases of BN per 100,000 population each year 
(Hoek & van Hoeken, 2003). Despite only being a small percentage, based on a world 
population of 7.3 billion that equates to almost 1.5 million cases of these illnesses every year. 
Keski-Rahkonen and Mustelin (2016) conducted a more recent review of European studies 
and concluded a lifetime prevalence for women of AN of up to 4% and <1-2% for BN, 
suggesting a slight decline in BN but an increase in AN. In addition, Hudson et al. (2007) 
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estimated the lifetime prevalence of BED to be 3.5% for women and 2% for men. There are 
few New Zealand epidemiology studies. The best estimate comes from the New Zealand 
Mental Health Survey, which found an estimated lifetime prevalence of an ED (only AN and 
BN were assessed and not distinguished) of 1.7% for the general population within New 
Zealand (Oakley Browne et al., 2006). 
Not only are EDs unevenly distributed across the globe but women are more likely to 
receive a diagnosis than men (Udo & Grilo, 2018). It is estimated that girls aged 15 to 19 
years old represent 40% of AN diagnoses (Hoek & van Hoeken, 2003). Keski-Rahkonen et al. 
(2007) reported an incidence rate of 270 per 100,000 for AN females in that age group. 
Adolescent females are also at a greater risk of BN, with an incidence of 300 per 100,000 
reported for girls aged 16 to 20 years old (Keski-Rahkonen et al., 2009). Although biology 
plays a role in sex differences, the possibility of psychosocial factors influencing the 
increased vulnerability for adolescent females cannot be disregarded (Keel & Forney, 2013). 
Furthermore, gender differences have been found in body image, weight perceptions and the 
influence of weight on self-evaluations (Calogero & Thompson, 2010; Grover et al., 2002). 
Due to the higher prevalence of EDs in females, and the potential for gender differences in 
psychosocial influences, the present research focuses solely on the perceptions of females. 
Building an accurate picture of the global scale of EDs is difficult. Not everyone seeks 
treatment or even accepts or discloses they have an illness, which means community studies 
and the use of medical records are likely to underestimate the prevalence (Smink et al., 2012). 
It is suggested that people with AN often only enter treatment due to those closest to them 
seeking help on their behalf, and as people with BN can be a healthy weight the illness can 
often go unnoticed (Polivy & Herman, 2002). Mental health literacy around EDs may provide 
a barrier for help seeking due to a lack of knowledge and the existence of stigma (Bullivant et 
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al., 2020). It is therefore anticipated that the true extent of EDs is much higher than recorded 
statistics suggest. 
 
2.5.2 Impacts of Eating Disorders 
EDs are very serious mental illnesses. With the possible exception of the recent opioid 
epidemic in the USA, AN is reported to have the highest mortality rate of any psychiatric 
disorder (NIMH, 2016). The crude mortality rate for AN is estimated at 5% (Steinhausen, 
2008). A meta-analysis determined annual mortality rates (per 1,000) of 5.1 for AN, 1.7 for 
BN and 3.3 for EDNOS (Arcelus et al., 2011). As well as an increased risk of premature death 
from malnutrition, complications from substance abuse and suicide (Herzog et al., 2000), 
additional health impacts include, but are not limited to, hypokalaemia, hypomagnesaemia, 
osteoporosis, infertility, dysfunction in the endocrine system, cardiovascular abnormalities, 
esophageal strictures and rupture, pancreatitis, perimylolysis (dental erosion), anemia, 
leukopenia and ulcers (Pomeroy & Mitchell, 2002). Many of these consequences can be, or 
can act as a catalyst to other illnesses that can be, serious or even fatal.  
 
2.5.3 Comorbidity 
EDs are highly comorbid with other mental health illnesses. Through a US National 
Comorbidity Survey, Hudson et al. (2007) found that of 2980 respondents with an ED, 56.2% 
of those with AN, 94.5% of those with BN and 78.9% of those with BED met the criteria for 
at least one other DSM-IV disorder. They included mood, anxiety, substance abuse and 
impulse control disorders. There have been some differences proposed between diagnostic 
subtypes. Blinder et al. (2006) assessed 2436 female ED inpatients and found 97% 
demonstrated a comorbid disorder, with 94% evidencing a mood disorder, mainly depression. 
They also found alcohol and polysubstance abuse/dependence to be more likely in BN, and 
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obsessive-compulsive disorder (OCD) and schizophrenia/other psychoses to be more likely in 
AN. These findings align with those by Jordan et al. (2008), who found a high prevalence of 
anxiety across AN, BN and depression, but specific associations between AN and OCD, and 
BN and psychoactive substance use disorders. Comorbidity, especially with alcohol abuse, 
has been suggested to increase the mortality risk in AN (Button et al., 2010; Keel et al., 2003). 
Although cause and effect cannot be confirmed, the high level of comorbidity in EDs needs to 
considered due to the potential to increase the severity of the consequences and the 
complexity and response to treatment. 
 
2.5.4 Treatment of Eating Disorders 
As with the prevalence of EDs, it is difficult to determine the proportion who access 
specialist treatment, but a review of literature into treatment seeking behaviours estimated that 
it is around 23.2% (Hart et al., 2011). Stigma and shame, denial/failure to perceive the 
severity, cost, practical access issues (transport, childcare, time), fear of losing control or 
change, negative attitudes towards treatment, lack of support or encouragement, and lack of 
knowledge of treatment, have been determined as barriers to accessing treatment (Ali et al., 
2017). Despite low access rates, there are a range of different treatments available for EDs. 
The type of treatment received can vary depending on age and diagnosis, as well as service 
provider preferences. There are multiple different guidelines and recommendations for 
treatment, varying dependent on diagnosis. Key guidelines from the Royal Australian and 
New Zealand College of Psychiatrists (RANZCP) (Hay et al., 2014), National Institute for 
Health and Care Excellence [NICE] (2017), and American Psychiatric Association (2006) 
(APA) for the treatment of AN, BN and BED are set out below. 
For AN, all three sets of guidelines state that weight gain is the initial goal to ensure 
medical stabilisation and reduce cognitive impairments resulting from starvation that may 
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limit the effectiveness of psychological treatments. For the treatment of adults with AN, 
NICE guidelines recommend either ED-focused cognitive behavioural therapy (CBT), 
Maudsley Anorexia Nervosa Treatment for Adults (MANTRA) or specialist supportive 
clinical management (SSCM). If these options are ineffective then ED-focused focal 
psychodynamic therapy (FPT) is suggested. Similarly, APA recommends CBT, individual or 
group IPT or psychodynamically oriented therapy. For children and young people under 18 
years, however, all three guidelines recommend family-based therapy (FBT) as the primary 
recommendation, with CBT or adolescent-focused psychotherapy (both of which include a 
number of family sessions) if FBT is ineffective. 
For adults with BN, APA and RANZCP recommend CBT in the first instance, with 
IPT as a secondary option. NICE, however, recommends a bulimia-nervosa-focused guided 
self-help programme, with CBT as a secondary option. For children and young people, 
similarly to AN, FBT is the primary recommendation, by both NICE and APA, with CBT 
recommended if FBT is ineffective.  
For BED, the NICE treatment guidelines remain the same for children, young people, 
and adults; a binge-eating-disorder-focused guided self-help programme is recommended 
primarily, with group CBT as a secondary option, and individual CBT to be considered in the 
final instance. APA and RANZCP, however, both recommend CBT in the first instance and 
IPT or dialectical behavioural therapy (DBT) as secondary options. While guidelines from 
NICE and APA show some variation between BN and BED, the RANZCP guidelines 
consider treatments for BN and BED alongside each other, as EDs that can both occur in 
individuals who are not underweight. 
Further psychological treatments for EDs include interpersonal psychotherapy, 
dialectical behaviour therapy, often for BN and BED (Hay et al., 2014), and cognitive 
remediation therapy (CRT), cognitive bias modification, exposure therapy, inhibition training, 
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particularly for enduring AN (Treasure et al., 2015). Pharmacological treatments and dietary 
counselling are recommended to be used only when alongside psychological treatments and 
more frequently for comorbid disorders than EDs alone (Hay et al., 2014; National Institute 
for Health and Care Excellence [NICE], 2017). Consistent with a psychosocial framework, 
the term treatment used in the present thesis refers to all forms of psychological therapy, as 
opposed to pharmacological treatments. Although treatment recommendations continue to be 
published, the type of therapy and the way in which it is delivered may depend on the 
therapist and their beliefs, knowledge and experience rather than evidence-based treatment 
guidelines (Waller, 2016b). Outcomes for different types of therapy and factors that may 
influence treatment efficacy are reviewed in the next chapter, but there is a broad consensus 
that relapse rates following discharge from treatment are substantial (Hay et al., 2014). 
 
2.5.5 Treatment of Eating Disorders in New Zealand 
New Zealand uses a hub and spoke model for the delivery of services to treat EDs. There are 
three specialist regional ED services based in Auckland, Wellington and Christchurch (the 
hubs), who are funded by the government to provide services, as well as training, supervision 
and support to local services in nearby district health board areas (the spokes) (Lawson & 
Dunnachie, 2017). The Auckland hub covers the northern half of the North Island, the 
Wellington hub covers the southern part of the North Island, and the Christchurch hub covers 
the South Island. New Zealand’s Ministry for Health requires all district health boards to have 
an ED intervention in their Annual District Plan, but types of treatment, and ways in which 
treatment is delivered, can vary depending on the location (Lawson & Dunnachie, 2017). 
 
2.5.6 Definitions of Key Constructs 
2.5.6.1 Causal Factor 
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 The term ‘cause’ has been used in a variety of ways, sometimes inconsistently 
referring to differing constructs (Kraemer et al., 1997). Entering into the philosophical debate 
about the nature of causality is out of the scope of this thesis. Following a review of the 
discussions on the topic, Susser (1991) defines a cause from an epidemiological standpoint as 
something that makes a difference to a health outcome. Within this definition, it is accepted 
that the presence of multiple factors may be required before achieving sufficiency to affect an 
outcome, supporting models of multiple and contributory causes. In the present thesis, the 
term causal factor refers to any factor that contributes to the onset of an ED, including in the 
presence of or through an interaction with other factors. A review of current literature on 
causal factors in EDs is provided in the next chapter, Chapter 3. 
 
2.5.6.2 Maintenance Factors 
Stice (2002) defined maintenance factors in EDs as the factors that predict the 
persistence of symptoms versus remission. Maintenance factors in the present study therefore 
refer to factors that explain why ED-related behaviours continue to persist over time. Current 
literature on the maintenance of EDs is presented in Chapter 3. 
 
2.5.6.3 Recovery 
It is widely recognised that there is no clear definition of recovery for EDs (Bardone-
Cone et al., 2018; Jarman & Walsh, 1999; Murray, 2020). Inconsistencies in the definition of 
recovery demonstrate the importance in considering the author’s definition of recovery when 
reviewing the literature. A critical examination of the literature revealed ways of determining 
recovery included weight restoration, no longer binge eating and purging, changes in 
preoccupation with food and reductions in negative body image, and the clients’ views on 
recovery were often missing (Jarman & Walsh, 1999). Following a recent review, Murray 
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(2020) emphasised the need to consider client perspectives when determining what is meant 
by the term recovery as their views can include additional dimensions. For instance, when ex-
patients were presented with a list of potential recovery criteria, they rated weight, eating 
behaviours, psychological, social and emotional criteria as important in evaluating recovery, 
and stated that the list needed to be more expansive (Noordenbos & Seubring, 2006). Darcy et 
al. (2010) used semi-structured interviews with women with a history of AN, a method which 
allowed participants to elaborate on their responses, and found a substantial proportion 
detailed multiple factors beyond ED symptoms. Furthermore, definitions of recovery have 
been found to vary between therapists and patients (Noordenbos, 2011) as well between 
individual patients (Darcy et al., 2010). 
Research suggests that many people who have experienced an ED consider recovery 
to be ongoing. Some people considered themselves to be within the recovery process 
(Federici & Kaplan, 2008), and others expressed ambivalence around the notion of full 
recovery (Darcy et al., 2010). It therefore appears that many people may feel uncomfortable 
stating that they are ‘fully recovered’ despite meeting the medical criteria. Jacob (2015) 
proposed a new recovery model of mental illness in which the focus is on the ability for 
individuals to live a meaningful life where they can realise goals and dreams even with 
residual symptoms, rather than trying to return to premorbid functioning. Whilst this model 
was for the field of psychiatry as a whole, it appears to reflect the views of those participants 
in the previously described research who felt the concept of full recovery as defined by some 
physicians is unattainable. As previously established, the focus of the present thesis is upon 
the participant’s perspective and their experiences. In line with the aims of the PhD, recovery 
status here was self-reported by the participant, thus being recovered refers to participants 
who perceived themselves to be recovered or significantly improved. However, as the 
literature demonstrates that people with lived experience of an ED have varying definitions of 
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recovery, the term ‘recovery’ will likely have differing meanings between participants, so a 
single definition for use in this thesis cannot be provided. Further detail on how recovery 
status was ascertained is provided later on in the thesis. 
 
2.6 Concluding Remarks 
 This thesis was carried out under a critical realist ontology, using a mixed methods 
approach, with the assumption that there is a reality independent of human existence but 
social interactions and experiences can shape human knowledge and perceptions of this 
reality. The psychosocial theoretical framework that underpins this thesis follows this 
assumption, considering both a person’s inherent psychological traits and their social 
environment to be equally important and often linked when trying to understand why a person 
behaves in a certain way.  
EDs are illnesses that involve unhealthy attitudes and behaviours around food. AN, 
BN and BED are highly comorbid with other psychiatric disorders and can have serious or 
even fatal consequences. It is estimated around 1.7% of the New Zealand population will 
experience an ED, with females at a higher risk of diagnosis than males. Psychological 
treatments for EDs are varied, with diagnostic differences in the recommendations. The 
present thesis explores participants’ perceptions of factors that contributed to the onset of an 
ED (causal factors), factors that explained the persistence of ED-related behaviours 




CHAPTER THREE: Literature Review on the Etiology, Maintenance, 
Treatment and Recovery of Eating Disorders 
 
3.1 Introduction 
As established in the previous chapter, EDs are serious mental health illnesses that can 
have grave consequences. The last 30 years has seen an increase in the amount of research 
directed towards understanding what causes and maintains EDs, and how they can be 
alleviated. There are similarities and differences among the three types of ED diagnosis that 
were focused upon in this thesis (AN, BN and BED). The literature to date examining the 
etiology of EDs suggest a wide range of biological, social and psychological causal and 
maintenance factors, with some diagnostic variations. It has been proposed that the etiology of 
EDs may be best explained through a biopsychosocial model, suggesting that an interaction 
between genetics, environment and personality may be central (le Grange, 2016), 
demonstrating the complexity and potential interaction of etiological factors. There are also 
diagnostic variations in the most frequently used forms of treatment. Research has been 
conducted investigating the efficacy of different types of treatment for EDs, as well as factors 
within a particular treatment programme that may influence the outcome, which will be 
discussed later in this chapter.  
The purpose of this chapter is to provide a comprehensive review of the current 
literature on the etiology, maintenance, treatment and recovery of EDs. Throughout the 
chapter a distinction is made between the results of studies that applied quantitative methods 
and those that used qualitative methods to elicit the views of people with lived experience of 
an ED. A comparison of the different findings from quantitative and qualitative studies is 
made. The chapter firstly reviews and describes current research investigating the etiology of 
EDs, including EDs in general or AN, BN or BED specifically. Despite the psychosocial 
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framework under which this PhD was conducted, biological factors are also presented here for 
completeness. Causal factors identified in the literature are each set out separately for ease of 
discussion, alluding to relationships established between these factors and acknowledging that 
they cannot be viewed in isolation. Next, the existing literature that focused on the 
effectiveness of treatment is reviewed. Finally, the gaps in the literature that need to be 
addressed are established, which leads to the aims and objectives of this PhD. 
 
3.2 Etiology 
Consistent with the research question that sought to explore all factors perceived to 
have influenced the onset of the participants’ ED, a wide range of causal factors commonly 
cited within the literature are presented here. Further, any diagnostic variations in the 
literature are also identified. 
 
3.2.1 Biological Factors 
There is evidence that EDs may be hereditary, with genetics predisposing an 
individual to developing one. Biosocial theories suggest that EDs may be linked to the 
response to developmental changes, or levels of activity in certain neurological pathways may 
determine behaviour when faced with social stimuli. A number of quantitative studies have 
sought to investigate biological factors.  
 
3.2.1.1 Genetics 
Firstly, evidence provided through family and twin studies suggests that genetics are a 
contributing factor (Crisp et al., 1985; Himmerich et al., 2019; Lilenfeld et al., 1998; Wade et 
al., 2000), possibly more so for BN than AN (Bulik et al., 2000b), although the majority of 
studies have been conducted with AN (Himmerich et al., 2019). The influence of a shared 
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environment, however, cannot be disregarded. In an attempt to overcome this methodological 
weakness, Klump et al. (2009) compared biological and adoptive siblings, and found a higher 
covariance in the biological siblings, again leading to the inference that genes have an 
influence in the development of an ED. However, due to the need to have a sample size large 
enough to draw significant conclusions, the study measured disordered eating behaviours 
through a survey for the general population not clinically diagnosed EDs. More recently, 
Duncan et al. (2017) identified, for the first time, a genome-wide significant locus associated 
with AN, further substantiating previous evidence. A large scale study consisting of 16,992 
cases of AN and 55,525 controls identified genetic correlations with metabolic and 
anthropometric traits, proposing the that the illness should be considered as ‘metabo-
psychiatric’ (Watson et al., 2019).  
Although recognising that genetics may have a role in the development of an ED is 
important, there is an acceptance that the interaction with social and psychological influences 
is at least equally important and needs to be understood. Reviewing current research into 
genetics, epigenetics, gene expression, nutritional genomics, gene–gene interactions and 
microbiomes, Himmerich et al. (2019) derived a pathophysiological model of EDs. The 
model incorporates gut microbiota, the metabolic and endocrine system, the immune system 
and regulatory systems in the brain, in addition to social, environmental, and nutritional 
factors. Furthermore, BMI has also been found to be substantially influenced by genetics 
(Stunkard et al., 1990). Being overweight has been identified as a potential risk factor for an 
ED, particularly BED (Fairburn et al., 1998; Hilbert et al., 2014) and BN (Fairburn et al., 
1997), due to the social and psychological implications it can have in relation to cultural 






Incidences of both AN and BN are known to peak in adolescence, with prevalence at 
its highest in females aged 15 to 19 years (Keski-Rahkonen et al., 2009; Keski-Rahkonen et 
al., 2007). It has been theorised by researchers that the biological changes that occur during 
puberty may have a role. In females, the development of the body away from a thin figure 
through an increase in adipose tissue could lead to increases in body dissatisfaction and 
dieting, especially in early menarche when development leads to a different body shape to 
peers (Stice, 2002). Within community samples of young girls of a similar age, those 
exhibiting ED symptoms were significantly more advanced in their pubertal development 
(Killen et al., 1992; Koff & Rierdan, 1993). Two qualitative studies from the patients’ 
perspective found that some participants described the difficulty of going through puberty and 
the physical changes to their body as contributing to the onset of their AN (Gulliksen et al., 
2017; Tozzi et al., 2002). While this suggests puberty may be a factor in EDs, it does not 
prove that solely the biological changes to the body are responsible. It could be inferred that 
the social response to these changes, and the psychological implications of this response, has 
an influence. 
It has also been suggested that increased estradiol levels during puberty impacts upon 
the neural structure, which may activate genetic effects on disordered eating (Klump et al., 
2010). However, results are inconsistent, with other studies finding early menarche to be a 
risk factor for general psychopathology but not EDs specifically (Stice et al., 2001), or to be 
an influence when in combination with negative parental relationships (Swarr & Richards, 
1996) or beginning to date (Smolak et al., 1993). A review concluded that there is little 
support that early menarche alone is a risk factor for developing an ED, but may be a 
contributor when occurring alongside other stressors (Stice, 2002). It has been suggested that 
puberty is linked to increased internalisation of the thin ideal body type (Hermes & Keel, 
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2003) and body dissatisfaction increases as the body changes away from this perceived ideal 
shape (Stice et al., 2001). Therefore, it could be construed that, as well as the physical 
changes that occur during puberty, there is an increased vulnerability to societal pressures 
during that time which can result in a negative response to pubertal development in some 
adolescents. These physical and social impacts of puberty may have an interactive as well as 
direct effect on the onset of an ED. 
 
3.2.1.3 Temperament Dimensions 
 Cloninger (1986) described three dimensions of personality which he proposed as 
having a neurobiological basis that determine the way in which someone reacts to stimuli: 
novelty seeking (NS), which is connected to dopaminergic activity and actively responding to 
novel stimuli to pursue reward; harm avoidance (HA), which is linked to serotonergic activity 
and the inhibition of responses to aversive stimuli to avoid punishment; and reward 
dependence (RD), which is associated with noradrenergic activity and receiving a positive 
response to reward-based conditioning stimuli. Later defined as dimensions of temperament 
(Cloninger et al., 1993), clinical studies have revealed some differences in temperament 
between ED patients and the general population, and between ED types.  
NS has been reported to be high in BN but low in AN (Atiye et al., 2015; Fassino et 
al., 2002; Kleifield et al., 1994; Klump et al., 2000), suggesting AN may be linked to a more 
organised and obsessive personality and BN to be more likely in someone who is impulsive 
and enjoys exhilaration (Kleifield et al., 1994). High HA appears to be a contributing factor 
for developing either ED (Brewerton et al., 1993; Bulik et al., 2000; Diaz-Marsa et al., 2000; 
Fassino et al., 2002; Klump et al., 2000; Klump et al., 2004), with the healthy population 
having a much lower level (Kleifield et al., 1994), but restrictive AN seeming to have a lower 
level than any disorder with an element of BN (Atiye et al., 2015; Bulik et al., 1995; Diaz-
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Marsa et al., 2000; Kleifield et al., 1994). It has also been found that restrictive and purging-
only AN have a greater level of persistence, previously a sub scale of RD but more recently 
separated out, than the general population (Dalle Grave et al., 2007; Diaz-Marsa et al., 2000; 
Fassino et al., 2002; Klump et al., 2000). A review determined individuals with BN have also 
been found to have higher levels of persistence than the general population, although not as 
high as AN, but those with BED have not (Atiye et al., 2015). 
RD, on the other hand, has yielded much more contradictory results. One study 
reported that patients with BN had lower levels of RD than healthy controls (Kleifield et al., 
1994), and another found women with restrictive and purging only AN had lower levels of 
RD but not the bulimic subtype (Klump et al., 2000). Furthermore, women with AN in 
another sample were found to have higher levels of RD than women with comorbid AN and 
BN, but not BN alone (Bulik et al., 1995). Another study found no diagnostic differences 
(Brewerton et al., 1993). Given these complex and mixed findings, further investigation into 
this dimension of temperament is needed.  
Evidence suggests dimensions of temperament differ between people suffering from 
different ED types and the healthy population, implying certain dimensions contribute to the 
onset of an ED. Temperament determines how one responds to stimuli, therefore these factors 
may only be influential for people who face certain social stimuli. It is difficult however to 
establish cause and effect as the scales in these studies were administered after diagnosis. It 
cannot be proven that results would have been the same prior to the development of their ED, 
as research has found that the temperament scale responses are not stable pre and post ED 
treatment (Agüera et al., 2012; Dalle Grave et al., 2007). 
 
3.2.2 Social Factors 
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The environment in which a person is raised and lives has been associated with the 
etiology of EDs in a number of ways, including their social interaction with others. These 
social and environmental factors include relationships with parents and peers, aspects of the 
culture lived in that are often portrayed or exacerbated through the media, suffering trauma or 
abuse, and experiencing high levels of stress.  
 
3.2.2.1 Parenting 
As parents are usually the first attachment made and social interaction experienced, 
the parental role in the development of an ED has been the focus of numerous studies. 
Quantitative data analyses using clinical ED samples found high criticism of weight and body 
shape, high expectations and minimal levels of affection from parents in people with BN and 
BED compared with healthy controls (Fairburn et al., 1998). Low perceived levels of 
maternal and paternal care, and perceived overprotectiveness, have been linked with AN and 
BN (Calam et al., 1990). A relationship between overprotectiveness and disordered eating was 
also found in a community sample of adolescent females (Abebe et al., 2014). Yet the 
influence of family interaction patterns has also been disputed (Harding & Lachenmeyer, 
1986; Waller, 1992). Whilst a review of the literature found dysfunctional patterns of 
communication in families of individuals with AN to be a commonality (McIntosh et al., 
2000), it is difficult to differentiate between cause and effect. McIntosh et al. (2000) discussed 
how coping with the impacts of the illness will put pressure on the family unit, which in turn 
may increase the level of dysfunction. A more recent review concluded that, while family-
related factors may have a small impact on the onset and maintenance of EDs, evidence does 
not support any familial influences as being primary or distinct causes of AN or BN (le 
Grange et al., 2010). 
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In qualitative research asking those with AN and BN what they believed caused their 
ED, it was found that participants reported the following causal factors: having controlling, 
overinvolved and intrusive parents (Hsu et al., 1992; Rossotto et al., 1996; Tozzi et al., 2002), 
having a poor or difficult relationship with parents (Hsu et al., 1992; Lacey et al., 1986; 
Rossotto et al., 1996), and having strict parents with high expectations (Redenbach & Lawler, 
2003; Tozzi et al., 2002). Overprotectiveness was described by some participants with AN 
(Beresin et al., 1989; Hsu et al., 1992). One study interviewing women with BN found some 
had experienced pressure directly from their parents to be thin or lose weight (Rossotto et al., 
1996). Although these findings do support the evidence from the quantitative literature, a 
number of qualitative studies from the perspective of those with AN and BN identified 
additional contributing factors such as parental marital conflict (Beresin et al., 1989; Lacey et 
al., 1986; Tozzi et al., 2002) and witnessing parents or other family members dieting or 
having issues with food (Rossotto et al., 1996; Tozzi et al., 2002). 
 
3.2.2.2 Peer Relationships 
With the peak age of onset for EDs being during adolescence, the relationship with 
peers is also considered to be important as this is the point at which the main social 
interaction tends to change from family to friends, and romantic relationships begin (Bulik, 
2002). High levels of peer competition has been associated with high body dissatisfaction in 
adolescent girls (Fergusson et al., 2014). Community based quantitative research has found 
levels of body concerns, dietary restraint and weight loss behaviours to have a greater 
similarity within friendships groups than between them, but not binge eating (Paxton et al., 
1999), suggesting peer influence may be greater in AN rather than BN or BED. High levels of 
self-reported peer pressure was a significant predictor of binge eating and subsequent 
compensatory behaviours in another nonclinical sample (Young et al., 2001). In support of 
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these quantitative findings, qualitative studies found that some participants believed peer 
pressure was partly responsible for the onset of their AN or BN (Granek, 2007; Rossotto et 
al., 1996). 
As well as friendship groups and peer pressure, quantitative research has found that 
negative relationships with peers may have an influence. A meta-analysis found people with 
an ED were up to three times more likely than healthy controls to have been bullied, 
particularly about their appearance, with a stronger association in BN and BED than AN (Lie 
et al., 2019). Being teased by peers about weight and appearance during childhood was found 
to be common in a sample of ED patients and was associated with higher body dissatisfaction 
and feelings of shame in adulthood. This led to a psychosocial model that proposed being 
teased by peers increases levels of shame which generates pathological body dissatisfaction 
that manifests itself into an ED (Sweetingham & Waller, 2008). The model is substantiated by 
research with both the general population (Eisenberg et al., 2003) and women who met 
criteria for BED (Jackson et al., 2000), which found teasing about weight and shape was 
associated with lower self-esteem and lower body satisfaction. With the increase in use of 
social media, applications such as Facebook, Twitter and Instagram appear to be popular 
platforms for cyberbullying of adolescents, with peers the most common perpetrators 
(Whittaker & Kowalski, 2015). Cyber victimisation has been found to be linked to low 
appearance evaluations and ED psychopathology (Marco & Tormo-Irun, 2018). Furthermore, 
social media use has been positively correlated with body dissatisfaction (Tiggemann & 
Slater, 2013, 2017) and disordered eating behaviours (Wilksch et al., 2020). Media influence 
is discussed in more detail in the next section (3.2.2.3). 
Through direct interviews, participants with AN also attributed poor relationships and 
bullying from peers as causal factors (Hsu et al., 1992; Lacey et al., 1986; Nilsson et al., 
2007). It appears that peer victimisation, especially aimed at body weight and appearance, can 
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have a negative psychological impact which then increases vulnerability to illnesses such as 
EDs. In addition, women with a history of an ED described a number of other perceived 
causal factors that linked to the role of peer relationships, including a lack of a sense of 
belonging (Patching & Lawler, 2009), feeling lonely and having few friends (Gulliksen et al., 
2017). The connection between poor peer relationships and EDs may be linked to a negative 
impact on self-esteem or a lack of social support to help cope with psychological distress. 
 
3.2.2.3 Media Influence 
Alongside direct social interactions, the wider environment and sociocultural factors 
are believed to have an influence on the development of EDs. EDs are more likely to occur in 
countries where there is no shortage of food available yet slimness is idealised and the media 
is saturated with the message that thinness is associated with attractiveness and success. It is 
claimed that the internalisation of this message disrupts eating patterns (Polivy & Herman, 
2004). A comprehensive meta-analysis of 77 studies concluded that thin-ideal media exposure 
was linked to women’s internalisation of thin as the ideal body, body dissatisfaction, and a 
greater frequency of disturbed eating attitudes and behaviours (Grabe et al., 2008). Using 
surveys completed by 1,087 female adolescents, Tiggemann and Slater (2013) found that 
internet exposure was correlated with internalisation of the thin-ideal body type, body 
surveillance and drive for thinness.  
Furthermore, a significant positive correlation has been found between media 
exposure and both disturbed eating attitudes and gender-role endorsement; gender-role 
endorsement was associated with the internalisation of the thin-ideal, which predicted body 
dissatisfaction, which, in turn, was associated with disturbed eating attitudes (Stice et al., 
1994). These findings indicate that the effects of media consumption are complex and involve 
a number of interconnected elements. Furthermore, delivery of a media literacy programme to 
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adolescents was found to reduce shape and weight concerns, eating concerns, dieting and 
body dissatisfaction, suggesting that increasing media literacy may reduce the risk of an ED 
(Wilksch & Wade, 2009; Wilksch et al., 2015). 
As described in the previous section, the use of social media use may also contribute 
to an increased risk of developing an ED. A review concluded that the use of social 
networking sites was correlated with body image concerns and disordered eating; a 
relationship moderated by internalisation of the thin-ideal and a tendency to make appearance 
based comparisons (Holland & Tiggemann, 2016). Research has also found the number of 
different social media platforms used was associated with the level of disordered eating 
behaviours and cognitions (Wilksch et al., 2020). 
Nevertheless, as argued by Polivy and Herman (2002), this does not explain why the 
majority of the population exposed to the same sociocultural factors do not go on to develop 
an ED, and so there must also be individual vulnerabilities involved. Also, these studies have 
focused on changes in attitudes and behaviours of the general population rather than analysing 
media consumption of people with an ED diagnosis. None of the few qualitative studies that 
interviewed participants with an ED diagnosis found media portrayals of the ideal body 
stereotype or the focus upon the appearance of women to be perceived as causes of their ED. 
Participants in several studies did, however, discuss the way in which the media ameliorated 
the maintenance of their ED, by portrayals of the thin ideal reinforcing their behaviour 
(Dignon et al., 2006; Redenbach & Lawler, 2003). This qualitative finding provides a 
different perspective that quantitative research appears to have overlooked. 
As well as the western media promoting a thin ideal body image, obesity is also 
portrayed extremely negatively, with overweight characters being deemed as less important, 
unable to find a romantic partner, less competent, and an object of humour (Greenberg et al., 
2003). Fat shaming videos accompanied by critical comments are prevalent across YouTube 
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(Hussin et al., 2011). The emergence of social media has provided a platform to intensify this 
message, with a wealth of ‘fat jokes’ being shared and weight-based cyber bullying 
reinforcing negative stereotypes (Chou et al., 2014). The internalisation of this message is 
evident even in children, with Latner et al. (2007) finding a significant association between 
media exposure and stigmatised attitudes and dislike of obese children in 10 – 13 year olds. 
This suggests that people not only strive to have the thin ideal body size, but it remains 
socially acceptable to bully those who are overweight, which can have significant 
psychological implications, particularly for young people and those already at a high risk of 
developing an ED. 
 
3.2.2.4 Trauma History 
Each person’s life is a unique constellation of experiences, events and incidents, 
unfortunately not all of which are positive. Both quantitative and qualitative data suggests a 
link between experiencing trauma and developing a subsequent ED. In Tagay et al. (2010)’s 
study of ED patients, 63.3% with AN and 57.7% with BN reported experiencing at least one 
traumatic event.  
A number of quantitative studies have suggested suffering sexual trauma is 
significantly associated with an ED diagnosis (Fairburn et al., 1998; Forman-Hoffman et al., 
2012), particularly child sexual abuse (CSA) (Waller, 1998) and repeated sexual abuse 
(Welch & Fairburn, 1994). Women who experienced rape were found to be more likely to 
meet criteria for an ED than women who experienced a non-sexual trauma, although the 
particular ED diagnosis was not specified (Faravelli et al., 2004). Evidence indicates that 
higher rates of sexual abuse has been found in disorders with a bulimic component (Fairburn 
et al., 1998; Waller, 1991, 1993). Significantly more BN symptoms, but not AN symptoms, 
were self-reported by adolescents who had experienced CSA than a healthy control group (Li 
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et al., 2018). Binge eating has been found to increase if the abuse occurred before the age of 
14 and/or involved the use of force, and binge eating with purging increasing with 
intrafamilial abuse (Waller, 1992b). In addition to CSA, a meta-analysis found childhood 
maltreatment (comprising of sexual, physical and emotional abuse) was significantly higher 
across ED diagnoses than both the healthy and psychiatric control groups (Molendijk et al., 
2016). Another review and meta-analysis found BN and BED to be associated with childhood 
sexual, physical and emotional abuse, but AN was only significantly associated with physical 
abuse (Caslini et al., 2016). Evidence demonstrates therefore that it may not be specifically 
sexual trauma that can contribute to the onset of an ED. 
Rorty et al. (1994) found a greater percentage of participants with past or current BN 
had experienced CSA than healthy controls, but it was not a significant difference. They did 
however find physical, psychological and multiple forms of abuse to be of significantly 
greater prevalence. This was even the case when harsh physical punishment was suffered that 
the researchers deemed as abuse, but the participant did not perceive it as such (Rorty et al., 
1995), suggesting that clients may not always recognise the harm an incident has 
subconsciously caused them. Without differentiating ED type, physical abuse alone and both 
physical and sexual abuse during childhood were found to increase the likelihood of ED 
symptoms and diagnosis, but not sexual abuse alone (Rayworth et al., 2004), demonstrating 
the complexity of trauma as a causal factor. Physical and sexual abuse, along with bullying by 
peers, have also been found to be significantly more common in women with BED than the 
healthy population (Striegel-Moore et al., 2002).  
Striegel-Moore et al. (2002) found some differences based on ethnicity, with 
discrimination associated with BED in white women but not black women. The authors 
propose this may be due to differences in experiences of discrimination, with white women 
reporting a focus on physical features and black women reporting discrimination based on 
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their membership of an ethnic minority group. Reviewing the literature, Brewerton (2007) 
concluded that any experience at any age that has the potential to induce post-traumatic stress 
may be related to an ED, especially an ED with a bulimic component.  
Furthermore, qualitative research found many AN and BN patients believed sexual 
abuse was at least partly responsible for the onset of their disorder (Dignon et al., 2006; 
Granek, 2007; Lacey et al., 1986; Rossotto et al., 1996; Tozzi et al., 2002). In another study 
with women with a history of AN, BN and both diagnoses, several participants identified 
physical and verbal abuse as causal factors in their ED, although the diagnosis of these 
individuals was not specified (Patching & Lawler, 2009). There is evidence therefore from  
qualitative research supporting the conclusions from quantitative data, that experiencing 
abuse, especially sexual abuse, can be a causal factor for an ED in some individuals. 
There are a number of reasons proposed for why abuse appears to be a causal factor in 
the development of an ED. These potential reasons include restricting food as a form of 
punishment if the individual feels guilty or to blame (Schwartz & Cohn, 1996), a way of 
expressing distress through a form of self-harm (McAndrew & Warne, 2005), increased 
vulnerability to the ED ‘voice’ due to dissociation as a result of the trauma (Pugh et al., 2018), 
to desexualise the body in an attempt to stop further unwanted sexual attention 
(Brackenbridge, 1998) and to regain a sense of control over an aspect of their life (Kearney-
Cooke & Striegel-Moore, 1994). Waller (1998) established that, within a sample of women 
with a diagnosed ED, those who had experienced sexual abuse had a more external locus of 
control than those who had not, meaning they feel they have less power over their own life 
due to external forces being in control. The correlation between low perceived level of 
personal control and eating psychopathology increased in strength with the severity of the 




3.2.2.5  Life Stressors 
In addition to suffering from trauma, evidence also suggests that EDs may be linked to 
an accumulation of stress from multiple adverse life events. In a community sample, 
potentially stressful life events, psychological distress, perceived stress and immature defence 
styles (including dissociation, denial, and projection) were all positively correlated with ED 
symptoms (Hay & Williams, 2013). Stressful life events were also positively associated with 
binge eating and extreme weight control behaviours, such as laxative use and induced 
vomiting, in another community sample of adolescents and young adults (Loth et al., 2008). 
Evidence suggests there may be diagnostic differences in the influence of stress on 
EDs. Speranza et al. (2003) determined their BN sample had suffered more adverse childhood 
experiences than their AN group, similar to the sexual trauma findings. When measuring the 
number of stressful life events and an accumulation of stress in clinical samples, Strober 
(1984) found that patients diagnosed with the bulimic subtype of AN had experienced 
substantially more stressful events in their life than those with the restrictive subtype. 
Furthermore, Schmidt et al. (1997) found a considerably larger percentage of both AN and 
BN patients had experienced at least one major life difficulty in the 12 months prior to onset, 
compared to a control group of equivalent age and social class. Although there was not a 
significant difference between AN and BN in the number of major difficulties experienced, 
there was a difference in the finer detail. Conflict within close relationships with family and 
friends was the most common area under which stressors were grouped, but those with AN 
were mainly indirectly involved (such as witnessing marital problems between parents) 
whereas BN patients were more likely to be directly involved. A review of the literature 
concluded that although there does appear to be an association between life stress and 
disordered eating, it is not a necessity for the development of an ED, and there may be a 
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difference in the etiology of AN and BN, evidenced by stress appearing to be a more common 
factor in BN (Ball & Lee, 2000). 
Although the participants in the quantitative studies detailed events that had happened 
in their past, they did not specify that they believed these events were involved in the onset of 
their disorder. A qualitative study from the patients’ perspective, found all 50 participants 
with a BN diagnosis detailed an event in the six months prior to onset that they believed to be 
linked, ranging from sexual conflict, to a bereavement, to a change in occupation (Lacey et 
al., 1986). Some participants who had recovered from AN also attributed their illness to a 
stressful experience such as change of school, separation of the family, loss of friends or 
relationship problems (Beresin et al., 1989; Gulliksen et al., 2017; Tozzi et al., 2002). The 
qualitative data is therefore consistent with the inferences made from quantitative findings; 
that people with EDs are likely to have experienced a high level of stress and this may be a 
causal factor. Yet, this explanation fails to explain why not everyone who suffers some sort of 
trauma, abuse or accumulation of stress goes on to develop an ED, again suggesting they are 
multifactorial disorders and points to individual vulnerabilities. Similarly to the findings in 
relation to trauma, these findings support a diathesis-stress model of EDs, in which traits such 
as coping strategies may interact with the occurrence of stressful life experiences to increase 
the likelihood of developing an ED (MacNeil et al., 2012). 
 
3.2.3 Psychological Factors 
Consistent with the psychosocial theoretical framework, research suggests a link 
between social and psychological factors due to the influence psychological traits can have on 
sensitivity to, responses to and processing of environmental stimuli. For example, some 
experiences may have a psychological impact, and psychological traits can influence an 




3.2.3.1 Coping Strategies 
Using community samples, Shatford and Evans (1986) found a higher occurrence of 
stressful life events and daily hassles increased the likelihood of having BN, when in 
combination with an ineffective coping strategy to mediate the stress. This finding 
demonstrates an interaction between psychological and social or environmental factors. 
Coping strategies are the cognitive and behavioural responses to stress used to prevent or 
manage psychological distress to maintain emotional well-being. The same study conducted 
on two different samples yielded the same results: avoidant coping, which is avoiding facing 
the problem, and emotion-focused coping, which is a cognitive response to nullify any 
emotional distress, were correlated with bulimic symptoms (Shatford & Evans, 1986). Both of 
these are considered to be ineffective coping strategies rather than actively dealing with the 
problem. Higher use of emotion-focused coping has been found across the EDs, with the 
highest level in BED (Marchiol et al., 2020). Furthermore, Nagata et al. (2000) found patients 
with BN and the binge-purge subtype of AN used emotion-focused coping strategies more 
often than healthy controls, and BN patients more so than those with restrictive AN. The 
patients with BN also had significantly less use of task-oriented coping– trying to actively 
confront the problem– than the control group, leading the researchers to conclude that bulimic 
impulsivity is linked to higher maladaptive and lower adaptive coping strategies. Therefore, it 
was proposed that healthy problem-solving coping skills should be taught within treatment.  
Despite using several different measures, a number of quantitative studies have 
concluded that using an avoidant coping style is correlated with disturbed eating attitudes and 
behaviours in community samples (Garcia-Grau et al., 2002; Mayhew & Edelmann, 1989) 
and with clinical patients (McFillin et al., 2012; Paterson et al., 2007). Lower use of seeking 
social or emotional support– meaning confiding in others, voicing the need for help, and 
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looking for comfort from others– has also been associated with increased ED symptoms in 
clinical samples of both AN and BN (Bloks et al., 2004; Bloks et al., 2001; Yager et al., 
1995). It has been proposed that challenges establishing interpersonal relationships mean 
people with an ED may struggle to share their problems or confide in others (Nagata et al., 
2000), explaining a lack of seeking support.  
As with family dysfunction, it is difficult to establish cause and effect. Bloks et al. 
(2001) determined that, even though inpatients showed favourable changes in their use of 
different coping strategies on discharge from treatment, they still had a greater usage of 
maladaptive coping strategies than a healthy control group. This might explain why not 
everyone who experiences a severe trauma or an accumulation of stressors goes on to develop 
an ED, implying that failure to use an effective coping strategy may exacerbate the impact. 
In regard to qualitative research from the patients’ perspective, one study with 
participants who were in treatment for AN found using their ED to help them cope was 
perceived to be a causal factor (Fox & Diab, 2015). In another study that asked women with 
BN why they thought their harmful cycle of binge eating and purging was maintained, 
participants reported that using their ED as a coping strategy was the reason it continued over 
time (Rossotto et al., 1996). Using their BN to try and maintain a sense of wellbeing or defend 
against negative emotions supports models related to BN serving as an affect regulation 
function, with the period of binge eating providing an initial escape and the act of purging 
then removing the anxiety about weight gain that follows the binge eating, once the initial 
distraction has subsided (Stice, 2002). 
 
3.2.3.2 Emotion Regulation 
Having lower levels of emotional control, and therefore finding it difficult to manage 
and cope with emotions, has been found to be linked to a greater drive for thinness and 
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bulimic behaviours, further demonstrating the importance of psychosocial processes 
(Rozenblat et al., 2017). Emotion regulation refers to the ability to respond to emotion-
inducing stimuli, including when and how the emotions are expressed (Gross, 1998), and has 
been found to feature in all diagnostic groups (Mallorgui-Bagué et al., 2018). Comparing AN-
R, AN-BP, BN, BED and healthy controls, Brockmeyer et al. (2014) found that all of the 
diagnostic groups reported greater difficulties in emotion regulation than the control groups. 
When comparing across diagnostic subtypes, participants with BED were found to have 
reported fewer difficulties. Harrison et al. (2010) also found women with an ED have high 
levels of emotion regulation difficulties. They found women with AN to have difficulty 
correctly recognising emotions in others, which may suggest alexithymia or other cognitive 
challenges, however this was not the case for women with BN. Alexithymia, the inability to 
understand different emotions, has been found to be elevated across the EDs, but highest in 
AN (Marchiol et al., 2020). 
Some other studies however have found that emotion dysregulation in individuals with 
BED has been correlated with emotional overeating (Gianini et al., 2013). The theory that 
women who develop an ED have difficulty being able to regulate their emotions effectively, 
and therefore use food to try and compensate is substantiated by a number of qualitative 
studies. Participants with AN described having difficulties being able to manage and express 
emotions (Fox & Diab, 2015) and participants with BN perceived their ED to be a response to 
experiencing negative emotions (Rossotto et al., 1996). 
 
3.2.3.3 Low Self-Esteem 
There may not be a straightforward etiological relationship between trauma and stress, 
in combination with ineffective coping or difficulties with emotion regulation, in influencing 
the onset of an ED. Fryer et al. (1997) proposed that negative stressors and poor coping 
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strategies lead to low self-esteem, but as independent effects, and this in turn increases 
disturbed eating attitudes. Self-esteem refers to a person’s own evaluation of their self-worth, 
meaning someone with low self-esteem has a critical and negative view of themselves.  
There is a wealth of quantitative evidence that self-esteem is negatively correlated 
with harmful eating behaviours and attitudes in community samples (Brechan & Kvalem, 
2015; Goldschmidt et al., 2016; Mayhew & Edelmann, 1989; Shatford & Evans, 1986; Vohs 
et al., 1999; Vohs et al., 2001). In clinical samples, acute and recovered patients with BN had 
significantly lower self-esteem than a healthy control group (Daley et al., 2008). The same has 
been found for acute and recovered patients with AN, but within the acute patient group BMI 
was negatively correlated with self-esteem (Brockmeyer et al., 2013). This finding 
substantiates the notion that low self-esteem is not a side effect of an ED and people with AN 
can attach their self-esteem to body weight, alluding to the diagnostic criteria of an over-
evaluation of body weight and shape. Patients with BED have also been found to have low 
self-esteem, which was proposed to influence an over-evaluation of weight and shape and, in 
turn, self-criticism (Dunkley & Grilo, 2007).  
Fryer, Waller and Kroese (1997) found self-esteem to be an imperfect mediator, 
implying additional variables are involved. From their review, Ball and Lee (2000) suggested 
that the relationship between stress or trauma, coping and EDs is mediated by the individual’s 
internalisation of social pressure to be thin. This could mean women who attach their self-
esteem to their physical appearance are at a greater risk of directing their behaviour towards 
eating habits if their coping strategy in response to a traumatic event is inadequate. Low self-
esteem has also been correlated with interpersonal distrust, a behavioural trait believed to be 
present in AN and BN that constitutes part of the Eating Disorder Inventory (Garner et al., 
1983). This link could be due to experiencing adversity such as abuse, as lower self-esteem 
has also been linked to experiencing sexual abuse (Stern et al., 1995). 
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A large proportion of the qualitative studies from the patients’ perspective found 
participants identified low self-esteem as a factor in the development of their ED (Dignon et 
al., 2006; Gulliksen et al., 2017; Lacey et al., 1986; Redenbach & Lawler, 2003; Rossotto et 
al., 1996; Tozzi et al., 2002). Similar phrases such as a lack of confidence (Hsu et al., 1992) 
and low self-worth (Granek, 2007) were used by participants, which are also related to low 
self-esteem. Thus, the qualitative findings mirror the quantitative findings and support the 
assumption that self-esteem, despite differing definitions of this concept, could influence the 
risk of developing an ED. 
 
3.2.3.4 Control 
Locus of control (LoC), conceptualised as being internal or external, is the belief that 
either one’s own behaviour determines outcomes (internal) or outside influences have control 
over one’s fate (external) (Rotter, 1966). In addition to the already mentioned link between an 
external LoC and experiencing abuse, an external LoC has been found to be significantly 
related to general ED symptoms, AN and BN (Fouts & Vaughan, 2002; Harding & 
Lachenmeyer, 1986; Shatford & Evans, 1986). A reduced sense of control has been linked to 
a higher level of eating disturbances, and a greater desire for control has been linked with 
amenorrhea (Surgenor et al., 2003). In addition to lower levels of perceived internal control, 
Tiggemann and Raven (1998) also found a higher fear of losing self-control in women with 
AN and BN, but interestingly not a greater desire for control, although this measure referred 
to control over others. There were no diagnostic differences found in perceptions of control.  
The link between EDs and feeling a lack of control has been explained as using the 
restriction of food intake as a way of increasing the perception of being in some form of 
control (Slade, 1982). Control as a potential causal factor in EDs has been raised in relation to 
a number of other functions. These include trying to control pubertal changes to the body and 
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a fear of loss of control over self, failure to develop a sense of autonomy or personal control, 
or a reaction to societal controls over gender expectations (Surgenor et al., 2002). Expanding 
on this theory, Surgenor et al. (2003) proposed that different clinical behaviours within AN 
are linked to different aspects of control, including compensatory behaviours reflecting 
perceived inadequacy or failure at being in control of their body. The authors therefore 
proposed that not only is a person’s perception of their level of control important in EDs, but 
also the way in which they respond to challenges to their control.  
Although measuring general distress rather than eating related behaviours, Frazier et 
al. (2011) found a higher perceived level of present control over a traumatic event was related 
to lower distress, and there was a negative correlation between level of perceived present 
control and use of avoidant coping. They emphasised the importance of perceived levels of 
control at the time of the trauma on how well it is responded to and coped with, as traumatic 
events can harm the fundamental need for control. This demonstrates the importance of 
acknowledging the interaction between environmental and psychological factors in the 
etiology of EDs, particularly AN which involves a high level of control to sustain. 
The importance of feeling in control in the etiology of EDs was also reflected in 
qualitative research. One of the most frequent findings appeared to be the discussion by 
participants of a lack of or need for control as one of the perceived reasons for their ED 
(Button & Warren, 2001; D’Abundo & Chally, 2004; Dignon et al., 2006; Fox & Diab, 2015; 
Patching & Lawler, 2009; Redenbach & Lawler, 2003; Rossotto et al., 1996). 
 
3.2.3.5 Clinical Perfectionism 
Perfectionism is a multidimensional concept. Being driven to achieve high standards is 
often seen as a positive quality that is linked to success and it is not until these standards are 
excessively high and are accompanied by extreme self-criticism that it is considered 
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pathological (Franco-Paredes et al., 2005). Shafran et al. (2010) defined clinical perfectionism 
as self-evaluation being dependent on personally demanding self-imposed high standards, 
despite negative consequences, leading to self-criticism and a fear of failure. A relationship 
has been established between high levels of perfectionism and EDs in clinical research 
(Anderluh et al., 2003; Bardone-Cone et al., 2007; Egan et al., 2011; Shafran & Mansell, 
2001; Sullivan et al., 1998; Wade et al., 2016). Levels of perfectionism have been found to 
remain high after treatment (Agüera et al., 2012; Lilenfeld et al., 2000; Sullivan et al., 1998), 
implying that the presence of the ED was not a cause. Although perfectionism has been 
proposed as a causal factor in BN, self-esteem may have a mediating role in the influence 
(Lilenfeld et al., 2000). It has been suggested perfectionism is only a predictor of bulimic 
symptoms when in combination with low self-esteem and body dissatisfaction (Vohs et al., 
1999; Vohs et al., 2001) and for women who falsely perceived themselves to be overweight 
(Joiner et al., 1997). In contrast, Fryer et al. (1997) failed to find any association between 
perfectionism and disturbed eating attitudes, however the study was conducted using a 
community rather than clinical sample.  
As well as quantitative evidence indicating that a certain level or type of perfectionism 
may be a contributing factor in developing an ED, qualitative research has also found a drive 
for perfection was mentioned as a perceived cause of their ED by participants with AN 
(Granek, 2007; Gulliksen et al., 2017; Tozzi et al., 2002) and BN (Rossotto et al., 1996). 
Similar to a number of quantitative studies, these participants discussed perfectionism in 
combination with other perceived causal factors. 
 
3.2.3.6 Body Dissatisfaction 
Quantitative studies suggest BN and BED are linked to having higher body 
dissatisfaction than AN (Bulik et al., 1995; Fassino et al., 2004; Laporta-Herrero et al., 2018). 
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However, women who have experienced AN have still been found to have a higher drive for 
thinness than the healthy population (Sullivan et al., 1998). A high drive for thinness, in 
combination with anxious or depressive behaviours, was found to predict AN (Peñas-Lledó et 
al., 2015). Women who met criteria for BED were also found to have greater negative body 
evaluations than a control group of women of the same weight (Mussell et al., 1996). 
Furthermore, in a sample of participants with BED, emotional and sexual abuse were found to 
be positively correlated with body dissatisfaction; a relationship that was mediated by self-
criticism (Dunkley et al., 2010). This relationship may contribute to an explanation as to why 
suffering abuse may increase the risk of an ED in some women, if the traumatic experience 
increases body dissatisfaction. 
Qualitative research found some participants with AN or BN perceived having been 
overweight, body dissatisfaction and wanting to lose weight as causal factors in their ED 
(Nevonen & Broberg, 2000; Rossotto et al., 1996), but it was not a common finding across the 
literature from the patients’ perspective. Furthermore, Rossotto et al. (1996) found that some 
of their participants, recovered and non-recovered from BN, explained that weight loss and 
the accompanying compliments they received from others as a result was a reason they 
maintained the behaviour (acting as positive reinforcement) rather than being a cause of the 
weight control behaviours. The evidence overall suggests body dissatisfaction may be a 
greater contributing factor in BN and BED than AN, and this potential distinction may 
demonstrate a difference in their etiology that could warrant a different treatment approach. 
 
3.2.3.7 Character Dimensions 
Building on their earlier work on the dimensions of temperament, Cloninger et al. 
(1993) went on to identify a further three aspects of personality known as character 
dimensions: self-directedness (ability to express oneself and direct one’s life in accordance 
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with personal beliefs), self-transcendence (feeling part of a larger world) and cooperativeness 
(tendency to accept and understand others). These dimensions are based on an individual’s 
self-concept of who they are and how they fit into society, which is learned through 
experiences. Along with the previously described NS, HA, RD and P, these seven dimensions 
of personality make up the Temperament and Character Inventory (TCI). The dimensions of 
the TCI have been tested in different clinical conditions, including with EDs. Findings in 
relation to self-directedness are consistent, suggesting that low levels are associated with EDs 
(Bulik et al., 2000; Diaz-Marsa et al., 2000; Fassino et al., 2002; Klump et al., 2000; Klump et 
al., 2004). Low self-transcendence appears to be associated with restrictive AN and purge-
only AN, but not BN (Klump et al., 2000; Klump et al., 2004). Self-transcendence has also 
been found to differentiate between AN patients who have dropped out of and completed a 
course of treatment (Jordan et al., 2017; Pham-Scottez et al., 2012), suggesting it may be a 
factor to understand for recovery. Finally, the literature on cooperativeness is mixed, with low 
levels found in AN (Bulik et al., 2000; Klump et al., 2000), low levels in BN but not AN 
(Fassino et al., 2002), and low levels in people who had been diagnosed with both AN and 
BN but high levels in people with either AN or BN (Klump et al., 2004). This, like RD, 
appears to need further study. 
 
3.2.4 Etiology Summary 
The literature review on etiology identified a wide range of factors that may cause 
EDs. Most etiological studies have used quantitative methods with clinical samples of ED 
patients or, due to difficulties accessing clinical patients, measured ED symptomatology in a 
general population sample (Polivy & Herman, 2002). Some research focused on the extent to 
which one specific causal factor influenced the onset of an ED, but numerous studies provided 
evidence that multiple factors are often present and interact with each other, demonstrating 
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that a psychosocial approach to the etiology of EDs provides a more robust account than 
looking at each factor in isolation.  
In comparison to quantitative research, only a small number of studies have taken a 
qualitative approach that allowed people to describe their own experiences and opinions on 
what caused their ED, without confining questions to predefined foci. Those studies consisted 
of: nine on AN (Beresin et al., 1989; Button & Warren, 2001; Dignon et al., 2006; Fox & 
Diab, 2015; Granek, 2007; Gulliksen et al., 2017; Hsu et al., 1992; Nilsson et al., 2007; Tozzi 
et al., 2002), two on BN (Lacey et al., 1986; Rossotto et al., 1996), three that did not 
distinguish between ED diagnoses (D’Abundo & Chally, 2004; Patching & Lawler, 2009; 
Redenbach & Lawler, 2003), and one comparing AN and BN (Nevonen & Broberg, 2000). 
The latter study failed to find any meaningful diagnostic differences, possibly due to 
identifying overarching themes rather than conducting a more in-depth analysis. 
Quantitative and qualitative findings were consistent in a number of areas. Firstly, 
difficulties in relationships with parents and/or peers, ineffective coping strategies, difficulties 
in emotion regulation, low self-esteem, feeling a lack of control and perfectionism were 
consistently identified as potential causal factors across all ED diagnoses. Body 
dissatisfaction was higher in people with EDs than the general population, but high body 
dissatisfaction appeared to be a greater influence in BN and BED than AN. Diagnostic 
differences have also been found in quantitative data for trauma and stressful life events, with 
evidence suggesting an increased prevalence of these experiences in all EDs but with the 
highest rates in people with BN. The difference between AN and BN in relation to 
experiences of sexual abuse was more evident in the quantitative studies but less clear in the 
qualitative data. This difference could be due to the varying definitions of trauma between the 
researcher and the participant. 
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Despite the similarities, there were also some important differences between the 
quantitative and qualitative findings. Firstly, participants in qualitative studies spoke of the 
impact of witnessing parental marital conflict, whereas quantitative research into the role of 
parents in the development of EDs focused on the direct relationship between the child and 
parent(s). Secondly, additional factors of doubts over femininity (Tozzi et al., 2002) and a 
lack of a sense of belonging (Patching & Lawler, 2009) were considered important in the 
qualitative studies but overlooked by the quantitative research. Biological predispositions, on 
the other hand, were not mentioned by participants in the qualitative research reviewed here. 
It also appears that findings of significant associations between specific variables and ED 
diagnoses have been used as evidence to infer certain factors are causes of EDs rather than 
considering that they may in fact be maintenance factors. For example, media influence was 
discussed by participants in qualitative studies as a reason why their ED was maintained over 
time rather than as a causal factor. Maintenance factors are discussed in more detail in the 
next section below. 
Although these qualitative methods rely on the retrospective account of the 
participants, and participants may not fully understand the factors behind the development of 
their disorder, the studies provide a valuable insight that researchers cannot gain from 
quantitative study alone. Qualitative methodology is under-represented in the literature, 
especially for women with BED, and in depth comparisons between ED diagnoses are scarce. 
Both quantitative and qualitative approaches provide useful data, and do not need to be 
carried out in isolation. At the time of writing, however, no study has used both methods 
alongside each other with the same sample to examine whether inferences drawn by 
researchers from quantitative data analysis are supported by the participants themselves. 





3.3 Maintenance Factors 
In addition to causal factors, this thesis also sought to explored perceived maintenance 
factors. As outlined in Chapter 2, one of the diagnostic criteria for both AN and BN is using 
weight and shape as a means of self-evaluation (Stice et al., 2013). It has been theorised that 
basing self-worth on weight, shape and/or eating behaviours, and the perceived ability to 
control them, is central to the maintenance of EDs. Investigating the course of BN over a 5 
year period, greater levels of self-evaluation based on weight and shape predicted persistence 
of binge eating (Fairburn et al., 2003b). Targeting over-evaluation of weight and shape alone 
was reaching recovery rates of less 50% however, so it was determined that this was not a 
complete explanation (Fairburn et al., 2003a). 
High levels of perfectionism have been proposed to impede treatment of psychological 
disorders (Shafran & Mansell, 2001). Over a 10 year follow up period, perfectionism was 
found to be a significant predictor of ED maintenance for both AN and BN (Holland et al., 
2013). Stice (2002) conducted a meta-analytic review of maintenance factors in EDs and 
determined that perfectionism was a maintenance factor for general eating pathology, whereas 
perceived pressure to be thin had a small but nonsignificant influence. Poor social adjustment, 
suggesting a difficulty in establishing and maintaining relationships, has been found to predict 
persistence of binge eating in people with BN (Fairburn et al., 2003b). Negative affect has 
been reported to be a maintenance factor for binge eating, and thin ideal internalisation and 
body dissatisfaction were considered to maintain BN pathology (Stice, 2002). In a sample of 
women who met the criteria for BED, being primed with a negative mood induction triggered 
binge eating, and levels of anxiety decreased following the binge eating episode (Agras & 
Telch, 1998). The authors concluded that, when faced with negative emotions, binge eating 
reduced the anxiety associated with a lack of adaptive regulation skills. These findings 
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provide additional evidence that BED may be maintained due to its affect regulation function. 
AN is also considered to serve a number of perceived positive functions, which maintains the 
disordered eating behaviours. Gregertsen et al. (2017) determined, from a review, that there 
were five main ways in which AN is valued: providing a sense of control, a way to avoid 
emotions, feeling a sense of mastery, increasing self-confidence, and to communicate distress. 
Bringing together research evidence examining the maintenance of EDs, two well 
established maintenance models have been developed. Focusing on AN, the cognitive-
interpersonal maintenance model of anorexia nervosa (Schmidt & Treasure, 2006) centres on 
a combination of psychological and social factors: perfectionism (perceiving eating to be 
failure), difficulties tolerating emotions (numbed by a preoccupation with food), and reactions 
from close others to their AN (receiving increased attention or needing to distance from others 
due to criticism). The model also focuses on the perceived positive role of AN and the value 
often placed on the illness that influences a reluctance to change. Sharing some similarities, 
but extending the model to also include BN and EDNOS, Fairburn et al. (2003a) developed a 
transdiagnostic theory of the maintenance of EDs, incorporating perfectionism, core low self-
esteem, problems tolerating negative moods and interpersonal difficulties, alongside an over-
evaluation of weight and shape. 
The quantitative findings and models are echoed by the voices of participants in 
qualitative research. Reasons participants attributed to the persistence of their ED included it 
being a way to cope with any stress and trauma (Jenkins & Ogden, 2012), relieving or 
dampening negative emotions (Gulliksen et al., 2017; Lacey et al., 1986), providing an escape 
from overwhelming emotions (Rossotto et al., 1996), being a way to feel in control (Button & 
Warren, 2001; Rossotto et al., 1996) and reinforced by peer pressure (Granek, 2007). 
Participants with AN also described gaining confidence from their ED as it felt like an 
achievement (Fox & Diab, 2015; Gulliksen et al., 2017), which could imply it aligned with 
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their perfectionism. Perfectionism was also suggested by some participants with AN to be 
why they were able to maintain such a high level of dietary restriction (Dignon et al., 2006). 
Furthermore, as previously discussed, media influence was also perceived to be a 
maintenance factor by people with lived experienced of an ED, particularly portrayals of a 
thin ideal body type (Dignon et al., 2006; Redenbach & Lawler, 2003). Emotion regulation, 
control, perfectionism and peer pressure are therefore factors that are considered to be 
involved in the maintenance of EDs, as well as the etiology. This demonstrates the overlap 
that can occur between causal and maintenance factors. 
 
3.4 Treatment Efficacy/Effectiveness and Factors Influencing Outcomes  
As detailed back in Chapter 2, there are a range of different psychological treatments 
for EDs. As the current thesis included a focus on experiences and perceptions of treatment, 
existing literature on treatment efficacy provides important context. Despite work to improve 
treatment efficacy, some treatment outcomes are still considered unsatisfactory (Abbate-Daga 
et al., 2016) and the best course of treatment remains uncertain (Treasure et al., 2020). In an 
attempt to improve the adherence to and effectiveness of treatment, a range of research has 
been conducted. As explained in section 2.5.4, in line with the psychosocial framework of this 
thesis, the focus here is on psychological therapies, with pharmacological treatment out of the 
scope of this thesis. 
 
3.4.1 General Treatment Outcomes 
Determining outcome rates is difficult due to the range of definitions of recovery used, 
as discussed in Chapter 2. A large scale review of 119 studies, totaling 5,590 patients who had 
received treatment for AN, estimated less than half of those who were still surviving at 
follow-up could be considered to be recovered. The study concluded that the outcome rate for 
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AN did not improve over the course of the 20th century, although the author emphasised the 
variations in outcomes measures used across the studies (Steinhausen, 2002). A more recent 
large scale 30-year outcome study of AN found less than two-thirds of participants had been 
free of symptoms for at least six months at follow-up (Dobrescu et al., 2020).  
Similar results have been found for BN, with an estimation from a review of 79 
studies that 42 - 60% of patients were considered recovered at follow up after treatment, 
depending on the definition of recovery (Steinhausen & Weber, 2009). Furthermore, a more 
recent review failed to find any improvement, with only just over a third of participants fully 
abstaining from symptoms of BN post-treatment (Linardon & Wade, 2018).  
For binge eating disorder, methods of treatment and subsequent outcomes are widely 
varied making establishing an overall outcome rate difficult (Murray, 2020). Linardon (2018) 
however conducted a meta-analysis and found less than half of participants abstained from 
binge eating after treatment.  
One issue with treatment outcome is likely to be the high rate of people who drop out 
of treatment prematurely. A review estimated between 20 – 40% of outpatients with AN drop 
out from treatment, depending on the type of treatment (DeJong et al., 2012). In addition, a 
review of relapse in AN found rates of up to 52% (Khalsa et al., 2017). For BN, a review 
concluded that although recovery rates varied from 38 – 73%, around a third of those who 
were considered as recovered went on to relapse (Berkman et al., 2007). The same review 
determined there were insufficient long-term studies into relapse rates in BED to draw a 
reliable conclusion. 
 
3.4.2 Efficacy of Specific Treatment Modalities 
 The common focus across the majority of treatments for EDs is on restoring normal 
patterns of eating, and weight restoration where relevant, but there are differences in the focus 
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and delivery of additional treatment aspects. Dietary or nutritional counselling alone is 
considered to be less effective (Serfaty et al., 1999). Randomised control trials (RCTs) are the 
principal method of examining the effectiveness of different types of treatment for EDs and 
research shows that some forms of therapy can be more efficacious for some clients (Waller, 
2016b). There are a wide range of treatments available, and variants of certain therapies, and 
therefore the most widely used and researched treatment modalities will be reviewed here. 
 
3.4.2.1 Cognitive Behavioural Therapy (CBT) 
CBT is the most widely researched treatment for EDs, especially for BN and BED, 
and evidence suggests CBT may be the most effective treatment across the EDs in adults 
(Waller, 2016a). For both BN and BED, a meta-analysis of RCTs into the efficacy of CBT 
found greater improvements in behavioural and cognitive symptoms with both therapist-led 
and self-led CBT than alternative forms of psychotherapy (Linardon et al., 2017). CBT 
appeared to only be superior to active alternatives, however, when an enhanced form (CBT-E) 
focusing on certain maintenance mechanisms was delivered (which will be expanded upon in 
section 3.4.3). For AN, recovery rates using CBT-E have been estimated at around 30%, 
which, despite remaining low, is reported to be higher than other psychological treatments 
(Waller, 2016a).  
 
3.4.2.2 Family Based Treatment (FBT) 
FBT has been well established as the most effective form of treatment for children and 
adolescents with AN, and possibly BN, with a review estimating remission rates of around 
40% (Lock & le Grange, 2019). Meta-analyses suggest FBT may be more effective than 
individual treatment as usual (Fisher et al., 2019), particularly after long-term follow-up 
(Couturier et al., 2013), but the authors recommend further research is required for different 
 
 56 
age groups. An RCT comparing FBT with individual therapy for adolescents with AN found 
remission rates were superior at 6 and 12-month follow-ups for FBT (Lock et al., 2010). For 
BN, results were less definitive; FBT was found to be more significantly more effective than 
supportive psychotherapy at the end of treatment but the difference was less substantial at a 6-
month follow up (le Grange et al., 2007). 
 
3.4.2.3 Interpersonal Psychotherapy (IPT) 
IPT has received mixed outcomes dependant on ED diagnosis. For AN, a review 
reported that there were no significant differences in the outcomes rates between IPT and 
CBT (Miniati et al., 2018). The same review determined that, for BN, CBT and CBT-E were 
superior to IPT. There is less evidence investigating the role IPT in BED, but an RCT into 
psychological treatments for BED found 81.8% who had CBT compared with 64.4% of who 
had IPT were considered recovered at the end of treatment (Hilbert et al., 2012). At long term 
follow up (>1 year) however, CBT had dropped to 52% and IPT had increased to 76.7%. This 
delay in response could suggest IPT may have some long-term benefits for BED. 
 
3.4.2.4 Maudsley Anorexia Nervosa Treatment for Adults (MANTRA) 
Evaluation of a course of MANTRA with adults with AN (details of what the 
treatment entails is expanded upon in the next section 3.4.3) found an 82% completion rate 
and 48% of those participants were deemed as having a good or moderate outcome at a 12-
month follow up, measured through BMI and eating pathology scores (Wade et al., 2011). 
Reviewing treatment options for severe and enduring AN, Hay et al. (2012) suggests 
MANTRA may show some promise that warrants further investigation. 
 
3.4.2.5 Specialist Supportive Clinical Management (SSCM) 
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SSCM was developed as an active control therapy for a trial comparing CBT and IPT 
for AN, in which the focus is on symptoms, eating behaviours and building a therapeutic 
relationship. Contrary to expectations, outcomes at post-treatment were superior for SSCM, 
with 56% of participants rated as having a good or moderate outcome (McIntosh et al., 2005). 
At a >5 year follow up, however, the outcomes for the three different therapies were 
indistinguishable, with an average of 28%.(Carter et al., 2011). Further trials have determined 
SSCM to be comparable to MANTRA (Schmidt et al., 2015) and CBT-E (Byrne et al., 2017). 
 
In summary, quantitative evidence suggests that FBT can be beneficial for 
adolescents. For adults, no single approach to treatment has demonstrated superiority (Watson 
& Bulik, 2013) but CBT and IPT have shown some positive outcomes for all EDs. The views 
of the clients, however, are missing. While accepting that patients can disagree with 
therapists, particularly if they are ambivalent to change, feedback from consumers can 
provide an important contribution to the evaluation of treatment. Qualitative research has 
reported negative views of AN and BN patients about the helpfulness of general hospital 
admission care, general practitioners (De Le Rie et al., 2006), force feeding (Deloitte Access 
Economics, 2012) and eating-focussed behavioural therapy and strategies (le Grange & 
Gelman, 1998; Newton et al., 1993). FBT has received mixed views, with some reporting it as 
helpful, others that it is good in certain situations, and some that it has been unhelpful or even 
made the situation worse (Beresin et al., 1989; Hsu et al., 1992; le Grange & Gelman, 1998; 
Newton et al., 1993; Rosenvinge & Klusmeier, 2000; Tierney, 2008).  
Encouragingly though, qualitative research shows a range of treatments have received 
some positive feedback and are considered helpful in some way, including specialist 
psychologists, psychiatrists (Deloitte Access Economics, 2012), specialist ED centres (De Le 
Rie et al., 2006), counselling (Button & Warren, 2001; Happell, 2008; Newton et al., 1993; 
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Tozzi et al., 2002), psychoeducation, CBT, coping behavioural strategies (le Grange & 
Gelman, 1998), individual psychotherapy (Button & Warren, 2001; Hsu et al., 1992; 
Rosenvinge & Klusmeier, 2000; Tierney, 2008; Tozzi et al., 2002), group therapy (Beresin et 
al., 1989; Deloitte Access Economics, 2012; Newton et al., 1993) and self-help groups (De Le 
Rie et al., 2006; Newton et al., 1993; Pettersen & Rosenvinge, 2002; Rosenvinge & 
Klusmeier, 2000; Tierney, 2008). Nonetheless, there are certain caveats surrounding some of 
the positive views regarding the specific delivery of the treatments, which will be discussed is 
section 3.4.4. 
 
3.4.3 Factors Predicting Treatment Outcomes – Quantitative Research 
 In addition to measuring ED symptoms before and after different types of treatment to 
determine which treatments are most efficacious, research has also been conducted to 
investigate whether there may be other factors that influence treatment outcomes; that is 
factors that moderate or mediate treatment outcome. A higher level of self-esteem (Fairburn et 
al., 1993; Halmi et al., 2005; Vall & Wade, 2015), better interpersonal functioning (Vall & 
Wade, 2015), a strong therapeutic alliance (Graves et al., 2017) and internal motivation 
(Steiger et al., 2017) have been found to predict a more positive treatment outcome across the 
EDs. Predictors of a better treatment outcome also included an internal LoC in AN (Strober, 
1982), higher self-directedness in BN (Bloks et al., 2001), using reassuring thoughts as a 
coping strategy in both AN and BN (Bloks et al., 2001), and lower body dissatisfaction in 
BED (Lammers et al., 2015). In those with AN, low levels of self-esteem and ineffectiveness 
(Wade et al., 2011), and high levels of perfectionism and mood intolerance (Vall & Wade, 
2017) predicted a poorer treatment outcome. Difficulties identifying feelings was also found 
to predict a poorer outcome in treatment for both AN and BN (Speranza et al., 2007). A meta-
analysis also reported that familial problems in studies for AN and BN predicted a worse 
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outcome (Vall & Wade, 2015). The authors in that review noted however that there were 
insufficient data to robustly compare predictive factors for treatment outcomes across ED 
diagnoses. A number of factors that predicted a poorer treatment outcome (self-esteem, 
perfectionism and difficulties understanding and tolerating with emotions) align with the 
previously discussed maintenance factors in EDs. 
Stice (2002) proposed that, while understanding the risk factors for EDs can have 
implications for prevention, understanding the maintenance factors that predict symptom 
persistence has important implications for treatment. Identifying a way in which maintenance 
factors can be targeted during treatment may help to improve outcome rates (Agras et al., 
2004). Regarding the role of control in EDs, Vandereycken and Vansteenkiste (2009) 
examined the impact of involving inpatients in decisions about their treatment. They found 
that giving their patients a choice on entering a treatment programme had positive effects, but 
only for the first month. The basic principles of the treatment programme were then the same 
for both groups, suggesting that this research needs to be expanded upon to look at the 
influence of having more active involvement in decision-making throughout treatment. Trials 
seeking to reduce perfectionism by introducing a perfectionism-specific module into CBT 
treatment of EDs have failed to enhance treatment outcomes in comparison to standard CBT 
(Goldstein et al., 2014; Steele & Wade, 2008). 
Based on the transdiagnostic theory of the maintenance of EDs, an adapted form of 
CBT was developed (CBT-Eb) targeting the maintenance factors (perfectionism, low self-
esteem, problems tolerating negative moods and interpersonal difficulties) as well as ED 
psychopathology. Compared with CBT-Ef (focusing on ED psychopathology alone) in a 
RCT, patients with the specific problems addressed by the CBT-Eb had a better outcome 
when receiving this broad treatment over the focused alternative, however the reverse 
occurred in patients without these factors present (Fairburn et al., 2009). These findings 
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emphasise the importance of a comprehensive prior assessment to tailor individualised 
treatment plans based on the presence of maintenance factors to maximise effectiveness.  
MANTRA uses strategies aimed to address perfectionism, difficulties tolerating 
emotions and reactions from close others (maintenance factors set out in the cognitive-
interpersonal maintenance model of AN), alongside motivational interviewing techniques to 
encourage self-motivation (Schmidt et al., 2014). Tested alongside SSCM, however, both 
methods yielded improvements in BMI and ED symptomatology (Schmidt et al., 2015) and 
there were no significant differences found between the outcomes of the two treatments. 
Feedback from the patients themselves did however reveal a difference, with patients who 
received MANTRA giving positive feedback to a greater extent than those who received 
SSCM. This difference provides support for the importance of considering the views of 
treatment consumers and the client’s perspective. 
 
3.4.4 The Client’s Perspective on Treatment – Qualitative Research 
Considering the client’s view on the treatment they received could provide new 
insights that researchers may have overlooked. This may particularly be achieved using a 
qualitative approach in which participants can talk in depth about the whole treatment 
experience, rather than focusing on outcomes. For example, self-help groups, group therapy 
and peer support have been found to often be considered helpful as they allow the sharing of 
experiences, feelings, support and advice with those who have been or are going through a 
similar ordeal. Participants with AN however have reported negative aspects including 
competition and learning harmful habits (Beresin et al., 1989; Colton & Pistrang, 2004; De Le 
Rie et al., 2006; Granek, 2007; Offord et al., 2006; Tierney, 2008). In comparison to the 
caution expressed by women with AN, women with BED rated group therapy as the most 
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helpful treatment, over individual therapy and a dietician or nutritionist (Higgins Neyland & 
Bardone-Cone, 2019). 
Although psychotherapy has generally been positively received, the qualities of the 
individual therapist and their relationship with the client was one of the most frequently 
discussed elements in relation to treatment and recovery in the qualitative literature. 
Therapists were preferred by clients if they were knowledgeable, empathetic, understanding 
(De Le Rie et al., 2006; Escobar-Koch et al., 2010; Fox & Diab, 2015; Pettersen & 
Rosenvinge, 2002; Rorty et al., 1993; Tierney, 2008), non-judgemental (Beresin et al., 1989; 
Escobar-Koch et al., 2010), respectful (De Le Rie et al., 2008; Gulliksen et al., 2012), honest, 
trustworthy, and showed genuine care (Rance et al., 2017b). Having a good rapport with 
practitioners appears to be important, as patients described the importance of establishing and 
maintaining a good therapeutic alliance (Button & Warren, 2001; Swain-Campbell et al., 
2001) and how difficult it was to be able to maintain outside relationships whilst in inpatient 
treatment, often leaving them feeling abandoned and isolated (Fox & Diab, 2015). Other 
positive factors mentioned include ensuring patients feel supported and validated (Federici & 
Kaplan, 2008), discussing feelings, building self-confidence (Beresin et al., 1989; De Le Rie 
et al., 2008), being firm but not controlling (Beresin et al., 1989), setting appropriate and 
meaningful goals (Fox & Diab, 2015), encouraging normal activities and connections to the 
outside world (Offord et al., 2006), and allowing patients to have some autonomy, control, 
and make collaborative decisions (Colton & Pistrang, 2004; Escobar-Koch et al., 2010; 
Offord et al., 2006). Reviewing this list of factors perceived as helpful in treatment, they 
appear to reflect the benefits of addressing low self-esteem, feeling a lack of control and not 
having a social support network.  
Furthermore, the most common responses from patients across all ED treatment were 
the importance of addressing the psychological and emotional issues as well as the physical 
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symptoms, by understanding the underlying cause(s) (Beresin et al., 1989; Colton & Pistrang, 
2004; De Le Rie et al., 2006, 2008; Escobar-Koch et al., 2010; Federici & Kaplan, 2008; le 
Grange & Gelman, 1998; Offord et al., 2006; Pettersen & Rosenvinge, 2002; Rorty et al., 
1993; Tierney, 2008), treating the patients rather than the illness (Colton & Pistrang, 2004; De 
Le Rie et al., 2008; Pettersen & Rosenvinge, 2002; Rance et al., 2017b; Tierney, 2008), and 
receiving personalised treatment programmes to address their individual needs (Escobar-Koch 
et al., 2010; Offord et al., 2006; Swain-Campbell et al., 2001). These findings recognise that 
different causal and maintenance factors may be present in different individuals and therefore 
individualised treatment is required for it to be most effective. However, when both patients 
and therapists were given a list of criteria and asked to select the top ten they considered to be 
most important to recovery, the staff failed to place addressing the underlying issues in their 
top ten, but the patients felt it should be a priority (De Le Rie et al., 2008). De Le Rie et al. 
(2008) also found that therapists selected a focus on weight, improving body image, learning 
to eat normally and keeping an eating diary; the patients, on the other hand, selected treatment 
that addresses the person and focus on self-esteem, as well as addressing underlying 
problems. This difference shows a clear gap between the views of the staff and the patients, 
and therefore the importance of incorporating the views of service users, in addition to 
considering the knowledge of professionals and evidence from clinical trials. 
Not only may consumer perceptions contribute towards expanding current knowledge 
of EDs, but understanding and addressing the beliefs of people with lived experience may be 
an important aspect of improving outcomes. Although considering mental health in general, 
Petrie et al. (2008) suggest that a patient’s view of the causes of their illness will influence 
what types of treatments they believe will be effective and, therefore, their response to 
different treatment plans. This has been found to be the case with general psychotherapy 
(Constantino et al., 2018) and bipolar disorder (Pollack & Aponte, 2001), however there is 
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very limited research in the area, especially focusing on EDs. Jordan et al. (2017) found low 
levels of perceived treatment credibility predicted premature dropout from treatment for AN, 
demonstrating the importance in understanding the clients’ views of their treatment. 
Although this thesis focuses upon the factors within treatment that can impact upon 
recovery, it is important to also note that there are additional factors outside treatment that can 
influence recovery. Participants with a lifetime history of an ED have identified a number of 
factors external to treatment that they perceived to have contributed towards recovery: 
positive life events or changes such as having children, starting a new school or job, moving 
house or a new romantic relationship (Beresin et al., 1989; Granek, 2007; Hsu et al., 1992; 
Nilsson & Hagglof, 2006; Pettersen & Rosenvinge, 2002; Rorty et al., 1993), their own 
willpower and determination to recover (Button & Warren, 2001; Federici & Kaplan, 2008; 
Halvorsen & Heyerdahl, 2007; Nilsson & Hagglof, 2006), a realisation of their own mortality 
(Nilsson & Hagglof, 2006; Rorty et al., 1993), and friends, family and partner support 
(Federici & Kaplan, 2008; Granek, 2007; Hsu et al., 1992; Nilsson & Hagglof, 2006; 
Pettersen & Rosenvinge, 2002; Rorty et al., 1993; Tierney, 2008). Greater understanding of 
influences outside of treatment and incorporating aspects within treatment, such as enhancing 
family relationships, facilitating fresh starts, or on-going support once patients have been 
discharged, may minimise chances of relapse. 
 
3.4.5 Treatment Summary 
There are a range of different psychological treatments for EDs, some of which appear 
more effective depending on the diagnosis or age of the client (e.g. FBT has proven more 
effective for children and adolescents with AN). Despite the variety of treatments, only 
around half of people across all EDs are achieving good outcomes, demonstrating a clear need 
for improvement in treatment efficacy. Quantitative studies have suggested a number of 
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psychological and social factors to be linked with a more positive treatment outcome, such as 
higher self-esteem, better interpersonal functioning and use of reassuring thoughts (considered 
a healthy coping strategy). Lower levels of self-esteem, higher levels of perfectionism and 
difficulties coping with emotions have been linked to poorer treatment outcomes. It has been 
proposed that these factors may contribute to the maintenance of EDs, and targeting 
maintenance factors in treatment may be beneficial. In addition, qualitative research has 
emphasised the importance clients place on the therapeutic relationship and being treated as 
an individual. Diagnostic differences have also been implied through the qualitative findings, 
with participants with AN having reservations about using group support and therapy due to 
peer pressure and negative competition in a shared environment. 
Supporting a psychosocial approach, both quantitative and qualitative methods have 
reported positive findings for treatment types that address multiple factors, both causal and 
maintenance. Research into which specific aspects of these treatment programmes or their 
delivery are helpful, or perceived as such by the consumer, is limited. Only a small number of 
studies have established recommendations based on incorporating knowledge of causal and 
maintenance factors in an attempt to improve treatment efficacy, for example giving patients a 
sense of autonomy, despite the obvious potential. The fact that individuals respond differently 
to the same treatment suggests that psychological traits may influence the type of treatment 
they need and their response to treatment, or that different causal and maintenance factors are 
operating. Furthermore, the emphasis that those with an ED place on the relationship between 
client and therapist is noteworthy, illustrating the importance of social connection both within 
treatment and after discharge. Better social engagement and support may assist in reducing 
relapse rates. 
Despite the fact that qualitative studies have begun to focus on the views of people 
with a history of an ED, those studies have tended to focus on treatment and/or recovery 
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separately to causes and/or maintenance factors. Only eight studies have actually asked 
participants about their perception of both causes and/or maintenance factors, and treatment, 
two of which just reported on EDs as a group and focused on specific themes (D’Abundo & 
Chally, 2004; Patching & Lawler, 2009). Consequently, there are only six studies inductively 
exploring the experience of AN, including both causes and treatment, from the perspective of 
participants with lived experience. Four of these studies still failed to draw any links between 
causes or maintenance factors and treatment (Beresin et al., 1989; Button & Warren, 2001; 
Hsu et al., 1992; Tozzi et al., 2002), and one asked participants about recovery rather than 
treatment so drew their own conclusions about what patients might prefer in treatment 
(Granek, 2007). One study used a sample of current inpatients, which could skew the findings 
as they may not be able to view treatment objectively whilst still in the middle of a 
programme, and were unlikely to have experience with recovery (Fox & Diab, 2015). Only 
one study focused on BN and it was split into two papers; one focusing on causes and 
maintenance factors (Rossotto et al., 1996) and one focusing treatment and recovery (Rorty et 
al., 1993). Research from the perspective of women with BED is extremely limited, with no 
studies identified that investigated causes and only one which looked at treatment preferences 
(Higgins Neyland & Bardone-Cone, 2019). It was therefore established from this literature 
review that qualitative research considering the causes, maintenance, treatment and recovery 
of AN, BN and BED, and the links between these stages, is missing. 
 
3.5 Conclusion 
Current research suggests that there are a multitude of psychosocial factors acting in 
combination to cause an ED, including relationship struggles with parents or peers, ineffective 
coping strategies, emotion regulation difficulties, low self-esteem, feeling a lack of control 
and perfectionism. Body dissatisfaction and experiencing trauma also appear to be involved in 
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the onset of an ED, particularly for BN. Placing an over-emphasis on weight and shape as a 
means of self-evaluation, low self-esteem, perfectionism, using the ED as a means of coping 
with negative emotions and to gain a sense of control, peer pressure, and media portrayals of 
the thin-ideal body type appear to be involved in the maintenance of EDs. Ongoing body 
dissatisfaction has been suggested to be a maintenance factor that is especially present in BN. 
Several factors therefore appear to be involved in both the etiology and maintenance of EDs, 
demonstrating the difficulty that can sometimes arise when looking to make a clear distinction 
between causal factors and maintenance factors.  
Despite the similarities, there are also differences in the social experiences and 
psychological characteristics not only between diagnostic groups but individuals. Therefore, it 
is not surprising that clients stated they felt treatment would be more effective if individual 
plans were delivered based on their personal circumstances. Yet, there is limited research 
investigating the efficacy of individual treatment plans or seeking to establish which treatment 
is most appropriate for which combination of causal factors, resulting in a lack of evidence to 
be able to match clients to treatment (Treasure & Schmidt, 1999). Research targeting 
maintenance factors (e.g. CBT-Eb) has begun to yield some promising results, but detailed 
research into the clients’ experiences with treatments and how they think treatment could be 
improved is limited, and room for improvement remains. Furthermore, at the time of writing, 
no qualitative research was found that considered causes, maintenance factors, treatment and 
recovery holistically. There is therefore a gap in the current research establishing links 
between a participant’s views on what caused their ED, why their ED was maintained, their 
experience with treatment, and views on what was helpful within treatment for recovery. 
Additionally, qualitative research with women with BED, and studies drawing meaningful 





3.6 Thesis Aims and Objectives 
 As previously outlined, this PhD consists of two studies: a quantitative study and a 
qualitative study. Each study had its own aim and objectives that are set out in the relevant 
chapter, but shared the core aim of this thesis. To reiterate, the overall aim was to use mixed 
methods to establish a better understanding of the key factors that influence the onset and 
maintenance of an eating disorder and the factors that are linked to effective treatment and 
recovery, from the perspective of a New Zealand sample of women with lived experience of 
an eating disorder. There were four key objectives: 
1. To identify the psychosocial factors a sample of women with lived experience of an 
eating disorder perceived contributed to the onset, maintenance and recovery of their 
disorder, including factors within treatment. 
2. To explore how recovered and non-recovered participants compared in their views and 
experiences of their eating disorder, including factors that contributed to the onset, 
maintenance and effectiveness of treatment. 
3. To explore whether there were diagnostic variations in the participants’ experiences 
and views of factors that influenced onset, maintenance, treatment and recovery. 
4. To compare the findings from the quantitative study with those from the qualitative 
study to provide an integrated understanding of the key psychosocial factors perceived 
to be related to the onset, maintenance, treatment and recovery of EDs.  
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CHAPTER FOUR: A Quantitative Study Exploring Causal and Recovery 




 In this quantitative study, the views of women with lived experience of an ED were 
assessed in regard to both causal and recovery factors. This chapter begins by recapping the 
key causal and recovery factors in EDs established in quantitative literature reviewed in 
Chapter 3. Next, the objectives and associated hypotheses, based on the review, and the 
methods employed are described. Detailed results, addressing each of the study objectives, are 
presented. The findings are then discussed in relation to the hypotheses, existing literature and 
PhD theoretical framework. Finally, the strengths, limitations and implications of the study 
are presented. 
 
4.1.1 Key Findings from the Quantitative Literature 
 As noted in the literature review in Chapter 3, the etiology of EDs is complex, with 
evidence for biological, social and psychological factors. Consistent with the psychosocial 
framework for this thesis, previous research suggests a variety of psychological and social 
components contribute to the onset of an ED. In terms of EDs in general, the key etiological 
social factors identified in the review included: being teased by peers about appearance (and 
subsequent body dissatisfaction) (Sweetingham & Waller, 2008), thin-ideal media exposure 
(Grabe et al., 2008), and low perceived parental care or overprotectiveness (Calam et al., 
1990). Psychological factors for which there is considerable evidence included: low self-
esteem (Brechan & Kvalem, 2015), an external locus of control (Fouts & Vaughan, 2002), 
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high perfectionism (Bardone-Cone et al., 2007), emotion regulation difficulties (Brockmeyer 
et al., 2014) and ineffective coping strategies, particularly avoidant coping (Garcia-Grau et al., 
2002) rather than seeking social and emotional support (Bloks et al., 2001). The temperament 
and character dimensions of high harm avoidance (Fassino et al., 2002) and low self-
directedness (Klump et al., 2000) have also been found to be linked to an ED. 
 Although there are a number of factors common to the etiology of all EDs, there have 
also been some diagnosis specific findings. The temperament and character dimensions of low 
novelty seeking, high persistence (Fassino et al., 2002) and low self-transcendence (Klump et 
al., 2000) have been reported as causal factors for AN. In contrast, the onset of BN has been 
linked to high novelty seeking (Fassino et al., 2002), childhood sexual abuse (Waller, 1991) 
and stressful life events (Ball & Lee, 2000). BN and BED have been attributed to high levels 
of body dissatisfaction to a greater extent than AN (Bulik et al., 1995; Fassino et al., 2004). 
 In relation to the treatment of EDs, RCTs have demonstrated psychological therapies 
such as CBT to be more efficacious than pharmacological and symptom-specific behavioural 
treatments (Serfaty et al., 1999; Waller, 2016a). FBT has been established as the most 
effective treatment for adolescents with AN and possibly also BN (Lock & le Grange, 2019). 
For adults, a preferred treatment for AN has not been established (Watson & Bulik, 2013), but 
for BN and BED it appears that CBT and IPT have positive outcomes in comparison to 
alternative options (Hilbert et al., 2012; Linardon et al., 2017). Some treatment guidelines 
recommend group therapy for BED (National Institute for Health and Care Excellence 
[NICE], 2017). 
Within treatment, some individual factors have been found to influence outcome. 
Factors commonly associated with a positive treatment outcome include the patient using 
reassuring thoughts as a coping mechanism (considered a healthy coping strategy) (Bloks et 
al., 2001), having high self-esteem (Halmi et al., 2005; Vall & Wade, 2015) and having good 
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interpersonal functioning (Vall & Wade, 2015). A strong therapeutic alliance has also been 
linked to a more positive treatment outcome (Graves et al., 2017). Factors including high 
perfectionism and mood intolerance have been found to predict a poorer treatment outcome 
(Vall & Wade, 2017). Focusing on psychosocial factors that have been linked to a poor or 
positive outcome in treatment has the potential to improve treatment efficacy. Research has 
begun to investigate the influence that incorporating factor-specific modules into therapy may 
have on treatment outcomes, for example a perfectionism-specific module within a course of 
CBT (Goldstein et al., 2014). Despite the ongoing research, treatment outcomes still have 
considerable room for improvement.  
One area in which the literature is limited is in seeking the views of people with lived 
experience of an ED. No research was identified that collected these views in a quantitative 
format that enabled statistical comparison between AN, BN and BED, or recovered and non-
recovered participants, yet determining differences could have important clinical implications, 
including tailoring treatment depending on diagnosis to improve efficacy. Furthermore, there 
are few studies that have collected perceptions of both causal and recovery factors within the 
same sample, making it difficult to ascertain whether a patient’s views on the causes of their 
disorder may influence what they find helpful for recovery. These are important gaps which 
the present study sought to fill.  
As established in Chapter 3, there can be a blurred line between etiology and 
maintenance, with factors such as perfectionism and self-esteem considered in both 
categories. Maintenance factors were not included within the present study as the literature 
states a clear differentiation should be made between risk and maintenance factors (Stice, 
2002) but there are inconsistent definitions (Jacobi et al., 2004). It is recommended for survey 
design within the healthcare setting that the use of unfamiliar terms or medical jargon is 
avoided as there is a risk of response error through misunderstanding (Sinkowitz-Cochran, 
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2013).  It was therefore anticipated that it may be difficult to provide participants with a clear 
enough definition of a maintenance factor using the survey method employed in the present 
study. Maintenance factors were however able to be explored in the next chapter through the 
qualitative methods. 
 
4.1.2 Objectives, Hypotheses and Research Questions 
 The aim of this quantitative study was to improve understanding of the factors a New 
Zealand sample of women with lived experience of an ED perceived to be important in 
causing their ED and that contributed towards their improvement or recovery (including 
factors within and outside of treatment). There were three main objectives: 
1. To determine the extent to which participants in the sample endorsed potential causal 
and recovery factors as relevant to their ED. 
2. To examine the extent (and magnitude) of any ED diagnostic differences in their 
endorsement of potential causal and recovery factors. 
3. To examine the extent (and magnitude) of any differences between recovered and non-
recovered participants in their endorsement of potential causal and recovery factors. 
 
Based on the review of current literature, the following hypotheses were proposed:  
1. Relative to the other factors examined, the most frequently endorsed potential causal 
factors would be: low self-esteem, using the ED to help cope with stress or other 
negative emotions, using the ED to feel a sense of control, feeling pressure to be 
perfect, a reaction to experiencing trauma, and having been bullied or teased by peers. 
2. Relative to the other factors examined, the most frequently endorsed potential 
recovery factors in treatment would be: a good relationship with the treatment team, 
being treated as an individual, and tackling the underlying causes of their ED. It was 
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further hypothesised that support from family, partner and friends would also be 
highly endorsed as being a factor in recovery. 
3. Specific causal factors would also be identified as important factors for recovery. In 
particular, endorsement of: low self-esteem, using the ED to cope with negative 
emotions, and using the ED to feel a sense of control; would be positively correlated 
with endorsement of: an increase in self-esteem, being able to cope with negative 
emotions in alternative ways, and feeling control over treatment and recovery 
(respectively). 
4. There would be diagnostic variations as follows: 
a) Participants with BN would be more likely to endorse experiencing trauma as a 
cause of their ED than participants with AN and BED. 
b) Participants with AN and BN would be more likely to perceive that their ED was 
caused by a need to feel a sense of control than participants with BED. 
c) Participants with AN would be less likely to endorse support groups as a factor 
that assists in recovery than participants with BN and BED. 
d) Participants with BN and BED would be more likely to endorse tackling issues 
around body image as a factor that aids recovery than participants with AN. 
As existing research in the area is limited, exploratory analyses was also conducted to explore 
the extent and magnitude of any differences between participants categorised as recovered 
and non-recovered, in their endorsement of potential causal and recovery factors. 
 
4.2 Method 
4.2.1 Study Design 
 A non-experimental survey design was utilised, with the groups used for analysis 
derived from self-reported information on ED diagnosis and stage of recovery. Survey 
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research is one of the most commonly used forms of non-experimental research designs. It is 
used to describe characteristics of a population and to investigate relationships among 
variables (Edmonds & Kennedy, 2017), consistent with the study objectives. There were a 
number of advantages to employing a survey in the present study. Using a survey as the mode 
of data collection allowed for a large sample to be collected and for data to be gathered from 
participants in a form that allowed for statistical comparison. With the increased use of the 
internet, using an online survey also provided a number of benefits that were particularly 
relevant to the current study. The online survey allowed a large number of people to be 
reached without geographical barriers and at a relatively low cost. Given the sample 
characteristics, enabling individuals who may feel stigmatised offline and wary of meeting in 
person to participate anonymously was a further advantage (Wright, 2005). Utilising an online 
survey for the present study was therefore clearly identified as the most appropriate method. 
 This study utilised an already existing online survey that was part of the COSTS 
Study, a collaborative research project run by the University of Otago (see Chapter 1). Based 
on the key findings from the literature review in relation to the etiology of EDs and factors 
that are helpful for recovery, both treatment-related and other recovery factors, further items 
of interest were added to the survey for the purpose of this project (see section 4.2.4 below).  
 
4.2.2 Participants 
4.2.2.1 Inclusion and Exclusion Criteria 
The participants in this study were a subset of those who took part in the COSTS 
Study who met the inclusion criteria. Inclusion criteria for the present study were: female, 
aged 16 years or over, and with a diagnosis of (or probable diagnosis of) anorexia nervosa, 
atypical anorexia nervosa, bulimia nervosa, subthreshold bulimia nervosa, binge eating 
disorder, or subthreshold binge eating disorder (DSM-5). Due to the low estimates of people 
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who access specialist ED treatment, as noted in Chapter 2, participants were not required to 
have experienced treatment. People who completed the online survey who were excluded 
from the present study were: male, under 16 years of age, those with avoidant restrictive food 
intake disorder (ARFID), or those who did not report to meet criteria for one of the threshold 
or subthreshold diagnoses listed above. As established in Chapter 2, females are at a greater 
risk of an ED than males, therefore it was decided to focus upon the experiences of females. 
Although males with an EDs are of equal importance, it was anticipated that experiences 
might differ significantly dependent upon gender, as research has suggested sociocultural 
messages and the way these messages are internalised can differ between males and females 
(Lawler & Nixon, 2011; McCabe et al., 2006). Gender differences would have been an 
additional variable out of the scope of the present thesis. Due to the need to obtain informed 
consent, participants were required to be 16 years of age and over, as per the ethical approval. 
 
4.2.2.2 Recruitment 
Participants were recruited through a number of different methods. Following ethics 
approval for the amendments to the online survey, the recruitment period lasted 18 months. 
Being part of a collaborative project meant the communication networks of the different 
organisations involved could be employed to maximise the reach of recruitment material and 
therefore participation. Firstly, the internet was used to advertise the study, with details 
published on the website of the Eating Disorders Association of New Zealand (EDANZ) and 
sent to their mailing list several times throughout the recruitment period. Social media was 
utilised by repeatedly posting on the University of Otago, Christchurch ED research Facebook 
page, community noticeboards and group Facebook pages, ED-related Facebook pages, and 
student group Facebook pages, as well as the University of Otago Twitter feed. Hard copy 
posters were also distributed across New Zealand, with tear-off strips that contained the 
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researcher’s contact details and the website address for the survey (a copy is included in 
Appendix B). The posters were delivered by hand to those locations where it was 
geographically possible, across Christchurch and Auckland, with locations revisited and 
posters redisplayed multiple times. Posters were mailed out across the remainder of the 
country. Locations were targeted that were likely to reach higher proportions of the 
community or people who were likely to meet the criteria of the study, such as counselling 
services, medical centres, gyms, university campuses, libraries and supermarkets (detailed in 
Appendix C). Responses were monitored for the frequency of ED diagnoses.  
 Approximately two thirds into the data collection period, it was decided to conduct 
advertising targeted at women with BED, as there were too few responses for this group to 
allow for a meaningful comparison with AN and BN. The poster was amended to emphasise 
the definition of binge eating for women who might have experienced BED symptoms but not 
had a formal diagnosis (see Appendix D). The new poster was displayed in the locations that 
had previously received the best response, as well as details being posted on the social media 
pages that had also previously had the best responses (shown in Appendix C). Posters were 
also displayed at venues hosting weight-related groups such as Overeaters Anonymous, and 
details posted on Facebook pages related to dieting and weight loss, to try and increase 
awareness of the research among women with BED (see Appendix C). The approach did 
increase participation from women with BED, but the BED sample remained lower than AN 
and BN, so the recruitment period was extended by an extra month to maximise the number of 
participants in this group. 
 
4.2.3 Procedure 
The survey was posted online and all of the recruitment material used throughout 
contained the link to the website. This allowed all members of the public who thought they 
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met the inclusion criteria for the COSTS Study to complete the survey anonymously and 
voluntarily at their own convenience. When accessing the link, participants were taken to a 
page on the University of Otago website that explained the purpose of the study, the 
researchers involved, the content of the survey, information about confidentiality, and 
researcher contact details. The link to the survey was at the bottom of the page, beneath a 
statement advising potential participants that by clicking on the link they were confirming 
they had read the participant information and were giving their informed consent to 
participate in the study (a copy of the participant information provided is included in 
Appendix E). The full survey was estimated to take participants 20 – 30 minutes to complete. 
To maintain anonymity, participants could add a unique identifier (rather than their name) to 
their completed survey, so it could be deleted should they later wish to withdraw from the 
study. Participants were only asked to provide contact details if they were willing to take part 
in further research. 
 
4.2.4 Measures 
 The online survey for the COSTS Study collected a range of data using a design based 
in part on the content of surveys used in two health economics studies for EDs conducted by 
the Butterfly Foundation in Australia (Deloitte Access Economics, 2012) and the BEAT 
charity in the U.K. (PricewaterhouseCoopers, 2015), with the required permissions. The 
survey had been created using research electronic data capture (REDCap), the secure web 
application software designed to build and manage online databases and surveys (Harris et al., 
2009). The COSTS survey had been live online for seven months before amendments were 
carried out to make the survey more closely aligned with the aims and objectives of the 
present thesis. This meant therefore that the items added to the survey later on received fewer 
responses than those which were part of the original survey, so the full sample could be used 
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for the original items but not the additional items. The survey was made up of numerous 
sections. None of the questions were mandatory, therefore participants were able to leave 
some survey items blank. Data from the survey used in the present study include demographic 
information, ED diagnosis, recovery status, treatment history, perceived causes of their ED 
and perceived factors related to recovery (including factors within and out of treatment). 
 Demographic data: The demographic data included age, gender, ethnicity and 
postcode. Responses to age and postcode were in freeform text. Four options were given to 
choose from for gender: female, male, other and I prefer not to say. For ethnicity, participants 
were presented with nine choices: New Zealand European, Māori, Samoan, Cook Island 
Māori, Tongan, Niuean, Chinese, Indian and other. If they answered other, they were asked 
to state their ethnic group in freeform text. Participants were able to select more than one 
ethnicity option. 
 Eating disorder diagnosis: Participants could complete the survey if they had ever 
met criteria for an ED, whether or not they had been formally diagnosed or treated. 
Participants were presented with a list of possible disorders and asked to selected yes, no or 
probable for each option. The options relevant to this study were: anorexia nervosa, bulimia 
nervosa, binge eating disorder, atypical anorexia nervosa, bulimia nervosa – low frequency 
or short duration, or binge eating disorder – low frequency or short duration. Brief 
descriptions of core criteria for each disorder were included under each option. The probable 
option allowed people who had not sought professional treatment and therefore had not 
received a clinical diagnosis to participate. As expected, a number of participants selected yes 
or probable for more than one disorder, so the survey also asked “which disorder has been the 
most significant problem for you?” and this answer was used to determine their diagnostic 
group for the analyses. 
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 Recovery status: As discussed in Chapter 2, there is no consensus on a single 
definition of recovery. It was therefore decided to use a self-report measure of recovery status 
as this better reflected the study focus, which was to take account of the participants’ 
perspective. Recovery status was measured on a 4-point Likert scale: 1 still have a significant 
eating disorder, 2 still have a significant eating disorder but somewhat improved, 3 some 
symptoms of the eating disorder but overall much improved and 4 recovered from the eating 
disorder. This scale was taken, with permission, from the survey used by the Butterfly 
Foundation (Deloitte Access Economics, 2012). For the purpose of analyses here, participants 
were categorised into two groups. Participants who selected option 1 (still have a significant 
eating disorder) or 2 (still have a significant eating disorder but somewhat improved) were 
merged to create a non-recovered category. Participants who selected option 3 (some 
symptoms of the eating disorder but overall much improved) or 4 (recovered from the eating 
disorder) were merged to form a recovered category.  
 Treatment: Firstly, participants were asked to describe their treatment pathway 
(frequency of treatment over the course of their illness) by selecting from six options, one of 
which was no treatment, and this was used in the present study to distinguish participants who 
had not experienced any treatment. For those who had experienced treatment, a list of 
possible treatments was given, alongside a tick box for each option, with the instruction to 
“check all that apply”, to determine which treatments had been experienced (see Table 2). 
This meant participants were able to check multiple options.  
 Causes of the ED: To collect the participants’ views on the etiology of their ED, the 
survey set out a list of 15 potential causes based on a literature review, with a 4-point Likert 
scale: 1 not a reason, 2 probably not a reason, 3 to some extent a reason and 4 definitely a 
major reason. The items were presented in a set order. The Reasons for Depression 
Questionnaire (RFD) was used as a model for item structure and scale format in the design of 
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the original COSTS Study. The RFD measures clients’ own beliefs about the causes of their 
depression (Addis et al., 1995).  
 Selected based on the literature review, the survey items used in the present study that 
were part of the original COSTS survey were: “I was bullied or teased about my weight or 
appearance”, “I was bullied or teased about other things”, “I had low self-esteem”, “it is a 
biological or genetic illness”, “I felt pressure to be thin”, “certain issues that happened to me 
as a child”, “I was having difficulty coping with major life changes”, “there was conflict with 
key people in my life” and “there was no-one to share my innermost thoughts and feelings 
with”. Three new items were developed by the researcher (RW) to address additional key 
constructs that emerged from the literature review: “it helped me cope when feeling stress or 
other negative emotions”, “a reaction to traumatic life event(s) or experience(s)” and “certain 
aspects of my personality made me more susceptible”. Two items were also amended to better 
reflect the findings from the literature review. ‘I felt pressure to succeed’ was extended to “I 
felt pressure to succeed and be perfect” to incorporate the factor of perfectionism. ‘I wanted to 
get control of my life’ was amended to “it made me feel a sense of control in my life”. In 
addition, an option of “I don’t know why I developed an eating disorder” was given. These 
new and amended items were added to the survey following ethics approval. 
 Factors related to recovery: To determine perceived factors related to recovery, 
participants were given a set order list of 17 potential contributors to recovery, with the 
instruction: “If you have recovered or improved, please indicate the extent to which you think 
the following factors assisted in your recovery process”. Participants were presented with a 4-
point Likert scale to rate each option as: 1 not a factor, 2 probably not a factor, 3 to some 
extent a factor or 4 definitely an important factor. The original survey consisted of eight items 
that remained in this study: “own motivation”, “family/partner involvement in treatment”, 
“support groups/organisations”, “good relationship with treatment team”, “new relationship”, 
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“new direction in education or new job”, “having a child” and “changing another important 
aspect of life”. Following ethics approval, eight new items were added based on the literature 
review and to meet the objectives of the study: “medication”, “specific aspect of treatment”, 
“tackling issues around food and body image”, “tackling underlying causes”, “having some 
control over my treatment and recovery”, “being treated as an individual”, “increase in self-
esteem”, and “able to express and cope with negative emotions in alternative ways”. Finally, 
two original items, ‘family/partner support’ and ‘support of friends’, were merged into one 
item: “family/partner/friends support”. A copy of the section of the online survey relating to 
causal and recovery factors, as described above, is provided in Appendix F. A copy of the full 
survey is available on request from the University of Otago. 
 
4.2.5 Data Analyses 
 Using the REDCap online data collection tool allowed the data from the online survey 
to be exported in a csv format that could then be imported into IBM SPSS Statistics version 
25 for analysis. Firstly, frequency tables were created to determine the number and percentage 
of participants who endorsed each potential causal and recovery factor. Normality of the data 
was examined by calculating the skewness and conducting a visual inspection of a histogram 
for each item (see Appendix G). Box plots for each item were used to test for any outliers or 
errors. The 5% trim mean did not largely vary from the mean for any of these items therefore 
no corrections or exclusions had to be made. 
 For the purpose of ranking the factors in order of their level of endorsement and for 
the regression analyses, scores on the 4-point Likert scale for each potential causal factor and 
potential recovery factor were transformed into a dichotomous variable. The data was 
transformed by merging all of the responses of 1 (not a reason or not a factor) or 2 (probably 
not a reason or probably not a factor) into a not a reason category (not a factor for recovery 
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factors), and the responses of 3 (to some extent a reason or to some extent a factor) or 4 
(definitely a major reason or definitely an important factor) into a a reason category (a factor 
for recovery factors). Dichotomising the responses allowed the factors to be ranked based 
upon the percentage of participants who responded that the factor was a reason (or a factor) 
and maximised the number of responses in each category for analyses. 
 Pearson’s r or Spearman’s rho tests, dependent upon the normality of the distribution, 
were conducted between each of the potential causal factors, and between each of the 
potential recovery factors, to identify the extent of correlations between factors. Cohen 
(1992)’s guidelines on correlation coefficients were used to interpret the magnitude of 
correlations where > .1 is weak, > .3 is moderate and > .5 is large. For each of the factors that 
featured both as a potential causal and recovery factor (self-esteem, coping with negative 
emotions, and control), Spearman’s rho correlations were conducted to examine the 
relationship between the corresponding causal factor and recovery factor. 
 To examine any diagnostic differences in the survey responses to each potential causal 
and recovery factor, the sample were categorised into three diagnostic groups (AN, BN and 
BED). Participants who responded with yes or probable to a diagnosis of “anorexia nervosa” 
or “atypical anorexia” were grouped into AN; “bulimia nervosa” or “bulimia nervosa – low 
frequency or short duration” (subthreshold BN) into BN; and “binge eating disorder” or 
“binge eating disorder – low frequency or short duration” (subthreshold BED) into BED. As 
previously explained, for participants who selected yes or probable for more than one 
disorder, the answer to the survey question “which disorder has been the most significant 
problem for you?” was used to determine their diagnostic group.  
Across the three diagnostic groups, analysis of variance (ANOVA) and Kruskal-Wallis 
tests were conducted (dependent on distribution) for the 4-point Likert scale responses to each 
potential causal and recovery factor. Multinomial regression was then used to further 
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investigate any diagnostic differences by examining the relative contribution of the potential 
causal and recovery factors in predicting ED diagnosis using the dichotomised responses. 
First, the predictor variables identified through the univariate analysis were added to the 
model. Next, the covariates of age, age of onset and duration of ED were added; this adjusted 
model was compared to the crude model to determine if they had any confounding impact. 
 For the recovery status analyses, t-tests and Mann-Whitney U tests (dependent on 
normality of the distribution) were conducted for the 4-point Likert scale responses to each 
potential causal and recovery factor. Binary logistic regression was used to examine the 
relative contribution of the potential causal and recovery factors in predicting recovery status 
using the dichotomised responses, to further explore factors that may influence recovery. As 
with the multinomial regression, this was conducted in two stages. As previously explained, 
participants were separated into two categories for the analysis; a recovered and a non-
recovered category. Creating just two categories for recovery status maximised the number of 
participants in each category for analyses. The recovered category consisted of those who 
responded that they were either recovered or much improved. This decision was made due to, 
as detailed in Chapter 2, the fact that women with a history of an ED sometimes perceive 
recovery as something that will always be an ongoing process (Federici & Kaplan, 2008) and 
may be ambivalent towards the concept of full recovery (Darcy et al., 2010). From this point, 
the term ‘recovered category’ will refer to the group of women who have self-reported that 
they have reached either full recovery, or partial recovery with significant improvements. 
 An alpha level of .05 was used for all statistical tests. For ease of interpretation, means 
and standard deviations are presented in the results tables for all statistical comparison tests, 
however, the statistics reported for the Kruskal-Wallis and Mann-Whitney U tests were 
calculated using mean ranks (detailed in the text for the statistically significant results). A 
hierarchical approach was taken for the regression models with a lenient threshold of ≤ .10 
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used to determine the potential univariate variables that were entered into the regression 
models. An assessment of the final model was based on an alpha level of .05. 
 
4.3 Results 
4.3.1 Summary of Participants 
 Demographics: The sample consisted of 364 women (n = 111 before the survey was 
amended; n = 253 after the survey was amended). Demographic information for the sample is 
presented in Table 1. The mean age was 28.2 years (SD = 12.2), with an age range of 16 to 77 
years old. With regard to ethnicity, the sample consisted of 88.7% New Zealand European (n 
= 323), 6% Maori (n = 22), 1.1% Pasifika (n = 4) and 13.2% (n = 48) ‘other’ ethnicity, which 
included Chinese, European, Australian, Middle Eastern and Indian.  
Eating disorder characteristics: ED characteristics of the sample are also presented in 
Table 2. The mean age of onset of first ED symptoms was 15.2 years old (SD = 4.7) and the 
mode was 14 years old. The mean duration of illness (disregarding participants who did not 
provide a value) was 9.0 years (SD = 8.0). The sample comprised: 60.5% with AN (n = 220), 
of whom 9.6% (n = 21) reported a probable diagnosis; 28% with BN (n = 102), of which 
12.8% (n = 13) reported a probable diagnosis; and 11.5% with BED (n = 42), of which 33.3% 
(n = 14) reported a probable diagnosis. Therefore, 86.8% of the total sample reported a full 
diagnosis and 13.2% reported a probable diagnosis.  
In terms of recovery, 53.6% were in the recovered category (n = 195) and 46.4% were 
in the non-recovered category (n = 169). There was no statistically significant difference 
between participants in the recovered category and non-recovered category in terms of their 
current age (t(362) = -1.74, p = .08) or age of onset of their first ED symptoms (t(353) = 1.15, 






Demographics, diagnosis, and clinical characteristics of the total sample, and by recovered 




(N = 364) 
Recovered 
(n = 195) 
Non-recovered 
(n = 169) 
Age (years)    
    M  (SD) 28.2 (12.2) 29.2 (12.6) 27.0 (11.7) 
    Range 16 – 77 16 – 66 16 – 77 
Ethnicity % (n)*    
    New Zealand European 88.7 (323) 90.3 (176) 87.0 (147) 
    Māori 6.0 (22) 4.6 (9) 7.7 (13) 
    Pasifika 1.1 (4) 1.5 (3) 0.6 (1) 
    Other 13.2 (48) 12.3 (24) 14.2 (24) 
Diagnostic group % (n)    
    AN 60.5 (220) 61.5 (120) 59.2 (100) 
    BN 28.0 (102) 30.3 (59) 25.4 (43) 
    BED 11.5 (42) 8.2 (16) 15.4 (26) 
Age of onset of first ED symptoms    
    M (SD) 15.2 (4.7) 14.9 (4.4) 15.5 (5.0) 
    Range 4 – 50 5 – 48 4 – 50 
Duration of ED symptoms 
(years)** 
   
    M (SD) 9.0 (8.0) 8.1 (7.0) 11.0 (9.8) 
    Range 0.5 – 50 1 – 38 0.5 – 50 
Note. *participants were able to select more than one option. **Consisting of 232 responses, 






Treatment experience: In terms of treatment, 80.3% (n = 289) reported receiving some 
form of treatment. Data on the treatment experiences of the sample, broken down by 
diagnosis, is set out in Table 2. The most common forms of treatment were cognitive 
behavioural therapy (51.7%), family-based therapy (26.6%), group therapy (19.2%) and 
dialectical behaviour therapy (15.7%). For the other therapy type category (13.5%) 
participants reported receiving narrative therapy, individual psychotherapy, acceptance and 
commitment therapy, MANTRA, and non-specific counselling. Some participants, however, 
did not know the name of their treatment (20.1%) and 19.5% of participants had not received 
any treatment (n = 71). There were several statistically significant differences between 
diagnostic groups in terms of their treatment experiences. Family-based therapy was more 
frequently experienced by participants with AN than BN (2(1,322) = 23.8, p < .001) and 
BED (2(1,262) = 12.3, p < .001), and dialectical behaviour therapy was more frequently 
experienced by participants with AN than BN (2(1,322) = 7.19, p = .007) and BED 
(2(1,262) = 6.15, p = .01). Cognitive behavioural therapy was more frequently experienced 
by participants with AN than BED (2(1,262) = 5.51, p = .02). Psychodynamic treatment was 
more frequently experienced by participants with BED than BN (2(1,144) = 8.61, p = .003). 
Participants with BN reported not knowing the name of the treatment more often than AN 
(2(1,322) = 6.05, p = .01) and BED (2(1,144) = 11.1, p = .001), and participants with AN 























Treatment*     
      Family-based    
      therapy 26.6 (97) 37.3 (82) 10.8 (11) 9.5 (4) 
     Cognitive  
     behavioural therapy 51.7 (188) 55.5 (122) 50.0 (51) 35.7 (15) 
     Dialectical  
     behaviour therapy 15.7 (57) 20.9 (46) 8.8 (9) 4.8 (2) 
     Specialist supportive  
     clinical management 3.3 (12) 3.6 (8) 2.0 (2) 4.8 (2) 
     Psychodynamic 6.9 (25) 7.7 (7) 2.0 (2) 14.3 (6) 
     Interpersonal  
     therapy 5.5 (20) 7.3 (16) 2.0 (2) 4.8  (2) 
     Cognitive  
     remediation 2.5 (9) 2.7 (6) 2.0 (2) 2.4 (1) 
     Metacognitive  
     therapy 2.2 (8) 2.7 (6) 2.0 (2) 0.0 
     Group therapy 19.2 (70) 22.3 (49) 16.7 (17) 9.5 (4) 
     Other therapy type 13.5 (49) 11.4 (25) 18.6 (19) 11.9 (5) 
     I don’t know the  
     name of the therapy 20.1 (73) 18.2 (40) 30.4 (31) 4.8 (2) 
No Treatment 19.5 (71) 11.8 (26) 25.5 (26) 45.2 (19) 
Note. *Participants were able to select more than one option. 
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4.3.2 Perceived Causal Factors of EDs 
The responses from participants for all of the potential causal factors are set out in Table 
3 (the findings directly related to the hypotheses are in bold). In partial support of Hypothesis 
1 (that relative to the other potential causal factors examined, the most frequently endorsed 
factors will be: low self-esteem, using their ED to help cope with stress or other negative 
emotions, using their ED to feel a sense of control and feeling pressure to be perfect), the 
potential causal factors participants most frequently endorsed were: “I had low self-esteem” 
(93.3%, ranked #1), “it helped me cope when feeling stress or other negative emotions” 
(90.8%, ranked #2), “I felt pressure to succeed and be perfect” (82.9%, ranked #3), and “it 
made me feel a sense of control in my life” (82.3%, ranked #4).  
Contrary to the latter part of Hypothesis 1 (a reaction to experiencing trauma, and 
having been bullied or teased by peers will also be among the most frequently endorsed 
factors), the other three potential causes hypothesised to be highly endorsed, although 
endorsed by around half of the sample, were much lower in the rankings: “a reaction to 
traumatic life event(s) or experience(s)” was endorsed by 52.7% (ranked #9), “I was bullied 
or teased about my weight or appearance” was endorsed by 52.0% (ranked #10), and “I was 
bullied or teased about other things” was endorsed by 43.1% (ranked #14).  
Another potential causal factor that was highly endorsed was “I felt pressure to be thin” 
(81.3%, ranked #5). The great majority of participants made specific causal attributions for 
their ED, with “I don’t know why I developed an eating disorder” being the least endorsed 











Number and percentage of each potential causal factor endorsed as either ‘a reason’ or ‘not 













I had low self-esteem 358 93.3 (334) 6.7 (24) 1 
It helped me cope when feeling stress 
or other negative emotions 
249* 90.8 (226) 9.2 (23) 2 
I felt pressure to succeed and be 
perfect 
246* 82.9 (204) 17.1 (42) 3 
It made me feel a sense of control in my 
life 
248* 82.3 (204) 17.7 (44) 4 
I felt pressure to be thin 358 81.3 (291) 18.7 (67) 5 
Certain aspects of my personality made 
me more susceptible 
246* 79.7 (196) 20.3 (50) 6 
I was having difficulty coping with major 
life changes 
354 67.5 (239) 32.5 (115) 7 
There was no-one to share my innermost 
thoughts and feelings with 
358 62.6 (224) 37.4 (134) 8 
A reaction to traumatic life event(s) or 
experience(s) 
245* 52.7 (129) 47.3 (116) 9 
I was bullied or teased about my 
weight or appearance 
356 
 
52.0 (185) 48.0 (171) 10 
There was conflict with key people in my 
life 
358 51.7 (185) 48.3 (173) 11 
Certain issues that happened to me as a 
child 
355 51.3 (182) 48.7 (173) 12 
It is a biological or genetic illness 351 46.4 (163) 53.6 (188) 13 
I was teased or bullied about other 
things 
355 43.1 (143) 56.9 (202) 14 
I don’t know why I developed an ED 258* 31.0 (80) 69.0 (178) 15 




4.3.2.1 Correlation Analyses Among Potential Causal Factors 
Correlation analyses were conducted to examine the association between each of the 
potential causal factors (see Table 4). There was one large magnitude positive correlation: “a 
reaction to traumatic life event(s) or experience(s)” was strongly correlated with “there was 
conflict with key people in my life” (r = .52, p < .001). Several factors were moderately 
correlated with multiple other factors: “It helped me cope when feeling stress or other 
negative emotions” was positively correlated with “I was having difficulty coping with major 
life changes” (rs = .35, p < .001), “there was no-one to share my innermost thoughts and 
feelings with” (rs = .33, p < .001), and “it made me feel a sense of control in my life” (rs = 
.37, p < .001). “It made me feel a sense of control in my life” also had a moderate positive 
correlation with “certain aspects of my personality made me more susceptible” (rs = .31, p < 
.001) and “I felt pressure to succeed and be perfect” (rs = .35, p < .001). “I felt pressure to 
succeed and be perfect” had a further moderate positive correlation with “certain aspects of 
my personality made me more susceptible” (rs = .41, p < .001) and “I felt pressure to be thin” 
(rs = .43, p < .001). Finally, in addition to “it helped me cope when feeling stress or other 
negative emotions”, “I was having difficulty coping with major life changes” had a moderate 
positive correlation with “there was conflict with key people in my life” (rs = .44, p < .001) 





Correlation matrix of relationships among potential causal factors, with coefficient and significance for each factor 
Factor 1b 2b 3b 4b 5b 6b 7b 8b 9a 10a 11a 12a 13a 
1.   I had low self-esteemb -             
2.   It helped me cope when feeling stress  
      or other negative emotionsb 
.19 
.003* 
-            
3.   I felt pressure to succeed and be    





-           
4.   It made me feel a sense of control in   







- .         








-         
6.   Certain aspects of my personality  











-        
7.   I was having difficulty coping with  













-       
8.   There was no-one to share my  















-      
9.   A reaction to traumatic life event(s) or    

















-     
10. I was bullied or teased about my    



















-    
11. There was conflict with key people in  





















-   
12. Certain issues that happened to me as  

















































14. I was teased or bullied about other          



























Note. * = Statistically significant at level p <.01. ** = Statistically significant at level p <.05. † = large correlation at >.5. a = Pearson’s r for normal 
distribution.  b = Spearman’s rho.
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4.3.3 Perceived Recovery Factors for EDs 
The responses from participants for all of the potential factors related to recovery can be 
found in Table 5 (the findings directly related to the hypotheses are in bold). Of the 
participants who reported they still have a significant eating disorder, 28.4% (n = 23) did not 
respond to the section of the survey on factors in recovery, therefore not all participants 
completed this section of the survey.  
There was partial support for Hypothesis 2 (that relative to the other potential recovery 
factors examined, the most frequently endorsed factors in treatment would be: a good 
relationship with the treatment team, being treated as an individual, and tackling the 
underlying causes of their ED). “Tackling underlying causes” was the second most frequently 
endorsed potential recovery factor (69.4%, ranked #2). The other two factors hypothesised to 
be highly endorsed by participants were actually lower in the rankings than expected. These 
two factors were only endorsed by just over half of participants: “being treated as an 
individual” was endorsed by 59.3% (ranked #7) and “good relationship with treatment team” 
was endorsed by 51.6% (ranked #9). Consistent with the second part of Hypothesis 2 (that 
support from family, partner and friends will also be highly endorsed as being a factor in 
recovery) over two thirds of participants (69.1%, ranked #3) endorsed “family/partner/friends 
support” as a recovery factor.  
Additionally, the most highly endorsed potential recovery factor was “own motivation” 
(87.9%). Although the support of family, partner and friends was highly endorsed as a 
recovery factor, “family/partner involvement in treatment” (47.0%, ranked #10) and “support 










Number and percentage of each potential recovery factor endorsed as ‘a factor’ or ‘not a 













Own motivation 330 87.9 (290) 12.1 (40) 1 
Tackling underlying causes 216* 69.4 (150) 30.6 (66) 2 
Family/partner/friends support 220* 69.1 (152) 30.9 (68) 3 
Tackling issues around food and body 
image 
217* 66.4 (144) 33.6 (73) 4 
Able to express and cope with negative 
emotions in alternative ways 
216* 64.4 (139) 35.6 (77) 5 
Having some control over my treatment 
and recovery 
216* 64.4 (139) 35.6 (77) 5 
Being treated as an individual 214* 59.3 (127) 40.7 (87) 7 
Increase in self-esteem 217* 55.3 (120) 44.7 (97) 8 
Good relationship with treatment team 322 51.6 (166) 48.4 (156) 9 
Family/partner involvement in treatment 328 47.0 (154) 53.0 (174) 10 
New direction in education or new job 326 39.3 (128) 60.7 (198) 11 
Medication 219* 36.5 (80) 63.5 (139) 12 
Specific aspect of treatment 207* 36.2 (75) 63.8 (132) 13 
Changing another important aspect of life 321 34.0 (109) 66.0 (212) 14 
Support groups/organisations 325 25.2 (82) 74.8 (243) 15 
New relationship 325 23.4 (76) 76.6 (249) 16 
Having a child 321 9.3 (30) 90.7 (291) 17 





4.3.3.1 Correlation Analyses Among Potential Recovery Factors 
A correlation analyses was used to investigate the association among the potential 
recovery factors. Correlation analyses indicated that many of the potential recovery factors 
were correlated with each other at a statistically significant level (see Table 6). There were 
four large magnitude positive correlations, which were: “family/partner involvement in 
treatment” with “family/partner/friends support” (rs = .52, p < .001), “being treated as an 
individual” with “good relationship with treatment team” (r = .65, p < .001), “being treated as 
an individual” with “having some control over my treatment and recovery” (rs = .62, p < 
.001), and “able to express and cope with negative emotions in alternative ways” with 
“increase in self-esteem” (rs = .59, p < .001). In addition to the two large correlations noted 
above, “being treated as an individual” was also moderately positively correlated with 
“tackling underlying causes” (rs = .46, p < .001).  
Several other factors had moderate positive correlations with multiple other factors. In 
addition to being correlated with “being treated as an individual”, “good relationship with 
treatment team” was moderately positively correlated with “medication” (rs = .45, p < .001), 
“specific aspect of treatment” (rs = .47, p < .001), and “tackling underlying causes” (rs = .45, 
p < .001). Furthermore, “tackling underlying causes” was also had a moderate positive 
correlation with “having some control over my treatment and recovery” (rs = .47, p < .001), 
“increase in self-esteem” (rs = .42, p < .001) and “able to express and cope with negative 




Correlation matrix of relationships among potential recovery factors, with coefficient and significance for each factor 
 1b 2b 3b 4b 5b 6b 7a 8a 9a 10a 11b 12b 13b 14b 15b 16 b 
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.001* 
-               
3. Family/partner/friends   





-              
4. Tackling issues around    







-             
5. Able to express and cope    
    with negative emotions in    









-            
6. Having some control over   











-           
7. Being treated as an   













-          















-         
9. Good relationship with    

















-        
10. Family/ partner   



















-       
11. New direction in  













































-     
13. Specific aspect of  

























-    
14. Changing another   



























-   
15. Support   































































































Note. * = Statistically significant at level p < .01.  ** = Statistically significant at level p < .05.  † = large correlation at  >.5. a = Pearson’s r for normal 
distribution.  b = Spearman’s rho.
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4.3.4 Relationships Between Causal and Recovery Factors in EDs 
To examine Hypothesis 3, that endorsement of certain causal factors would be 
positively correlated with endorsement of addressing those same factors for recovery, the 
factors that spanned causes and recovery (self-esteem, control and coping with negative 
emotions) were analysed in relation to one another. Spearman’s rho analyses indicated there 
was no statistically significant correlation between “I had low self-esteem” and ‘increase in 
self-esteem”, (rs = .01, p = .15), or “it made me feel a sense of control in my life” and 
“having some control over my treatment and recovery” (rs = .04, p = .55). There was a 
statistically significant but weak correlation between endorsement of “it helped me cope 
when feeling stress or other negative emotions” as a cause of their ED and endorsement of 
“able to express and cope with negative emotions in alternative ways” as a factor in recovery 
(rs = .19, p = .007). 
 
4.3.5 Comparison of Causal and Recovery Factors Among ED Diagnostic Groups 
4.3.5.1 Potential Causal Factors 
It was hypothesised that there would be diagnostic variations in participants’ 
endorsement of potential causal factors, specifically: participants with BN would be more 
likely to endorse experiencing trauma as a causal factor than AN and BED groups 
(Hypothesis 4a), and participants with AN and BN would be more likely to endorse feeling a 
sense of control from their ED as a causal factor (Hypothesis 4b). The results of ANOVA 
(with post-hoc Tukey HSD tests) or Kruskal-Wallis tests (with post-hoc pairwise comparison 
tests) are presented in Table 7. As previously explained in section 4.2.5, means and standard 
deviations are presented in the table, however the statistics reported for the Kruskal-Wallis 




As hypothesised, endorsement of the potential causal factor “it made me feel a sense of 
control in my life” was significantly higher for participants with AN than participants with 
BN and BED, and significantly higher for BN than BED (mean rank of 142 for AN, 118 for 
BN and 69 for BED). Contrary to the hypothesis, participants with BN did not differ 
significantly from the other diagnostic groups in their response to the item “a reaction to 
traumatic life event(s) or experience(s)”. 
Other potential causal factors were found to vary dependent on ED diagnosis. Reponses 
to “I don’t know why I developed an ED” differed significantly between each diagnostic 
group (mean rank score of 165 for BED, 130 for AN and 111 for BN). There were three other 
potential causal factors where the AN group differed significantly from one or both of the 
other diagnostic groups. Participants with AN endorsed the factor “it is a biological or genetic 
illness’ to a greater extent than participants with BN, and endorsed “certain aspects of my 
personality made me more susceptible” to a greater extent than participants with BED (mean 
rank of 133 for AN compared with 106 for BED). The factor “I was bullied or teased about 
my weight or appearance” was endorsed to a lesser extent by participants with AN than 













Comparison of participants’ endorsement of each potential causal factor, based on ED 
diagnostic group (AN, BN and BED) 
Causal Factor 
AN 
 M (SD) 
(n = 220) 
BN 
M (SD) 
(n = 102) 
BED 
M (SD) 
(n = 42) 
H or F† p 
I had low self-esteem 3.49 (0.70) 3.52 (0.64) 3.44 (0.92) H = .16 .92 
It helped me cope when 
feeling stress or other 
negative emotions 
3.44 (0.87) 3.55 (0.74) 3.67 (0.74) H = 2.82 .25 
I felt pressure to succeed 
and be perfect 
3.38 (1.00) 3.40 (0.92) 3.08 (1.06) H = 4.18 .12 
It made me feel a sense of 
control in my life 
3.65 (0.75) 3.33 (0.91) 2.33 (1.29) H = 41.7 <.001* 
AN > BN > BED‡ 
I felt pressure to be thin 3.09 (1.00) 3.35 (0.78) 3.29 (0.93) H = 4.53 .10 
Certain aspects of my 
personality made me more 
susceptible 
3.24 (0.88) 2.99 (0.99) 2.89 (0.92) H = 6.62 .04** 
AN > BED‡ 
I was having difficulty 
coping with major life 
changes 
2.90 (1.02) 2.87 (1.11) 3.15 (1.14) H = 3.30 .19 
There was no-one to share 
my innermost thoughts and 
feelings with 
2.68 (1.10) 2.81 (1.09) 3.00 (0.95) H = 3.19 .20 
A reaction to traumatic 
life event(s) or 
experience(s)  
2.58 (1.22) 2.69 (1.23) 2.50 (1.21) F = .35 .70 
I was bullied or teased 
about my weight or 
appearance  
2.15 (1.05) 2.65 (1.07) 3.00 (1.03) F = 15.3 <.001* 
AN < BED‡ 
AN < BN‡ 
There was conflict with key 
people in my life  
2.46 (1.16) 2.58 (1.22) 2.80 (1.25) F = 1.55 .21 
Certain issues that 
happened to me as a child 
2.42 (1.21) 2.73 (1.15) 2.63 (1.30) F = 2.42 .09 
It is a biological or genetic 
illness 
2.44 (1.06) 1.90 (0.99) 2.15 (1.11) F = 9.36 <.001* 
AN > BN‡ 
I was teased or bullied 
about other things 
2.13 (1.08) 2.23 (1.00) 2.55 (1.15) F = 2.61 .08 
I don’t know why I 
developed an ED 
1.85 (1.12) 1.53 (0.93) 2.44 (1.26) H = 15.2 <.001* 
BED > AN > BN‡ 
Note. * = Statistically significant at level p < .01. ** = Statistically significant at level p < .05. 




4.3.5.2 Potential Recovery Factors 
Comparisons between the diagnostic groups were conducted for all of the potential 
recovery factors (see Table 8). These analysis was completed by using ANOVA (with post-
hoc Tukey HSD tests) and Kruskal-Wallis H tests (with post-hoc pairwise comparison tests). 
As previously explained in section 4.2.5, means and standard deviations are presented in the 
table, however the statistics reported for the Kruskal-Wallis tests were calculated using mean 
ranks (detailed in the text for the statistically significant results).  
There was partial support for Hypothesis 4c, (that participants with AN would be less 
likely to endorse support groups as a factor that assists in recovery). Participants with BED 
endorsed the factor “support groups/organisations” to a significantly greater extent than both 
AN and BN (mean rank for BED of 203, compared to 146 for BN and 165 for AN). 
Similarly, in partial support of Hypothesis 4d, (that participants with BN and BED would be 
more likely to endorse tackling issues around body image as a factor that aids recovery), 
participants with BED also endorsed “tackling issues around food and body image” to a 
greater extent than participants with both AN and BN (mean rank for BED of 140 compared 
with 104 for AN and 106 for BN). Participants with BN did not differ from participants with 
AN in endorsement of either of these factors. 
For the other potential recovery factors, there were four statistically significant 
differences among ED diagnostic groups. The factor “family/partner involvement in 
treatment” was endorsed to a greater extent by participants with AN than BN, and “good 
relationship with treatment team” was endorsed to a greater extent by participants with AN 
than BED. The factor “family/partner/friends support” was endorsed to a lesser extent by 
participants with BN than both AN and BED (mean rank of 93 for BN compared with 116 for 





Comparison of participants’ endorsement of each potential recovery factor, based on ED 





(n = 220) 
BN  
M (SD) 
(n = 102) 
BED  
M (SD) 
(n = 42) 
H or F† p 
Own motivation 3.37 (0.85) 3.51 (0.77) 3.37 (0.89) H = 1.93 .38 
Tackling underlying 
causes 
2.89 (1.09) 2.91 (1.19) 3.16 (1.11) H = 1.66 .44 
Family/partner/friends 
support 
2.91 (1.09) 2.49 (1.17) 3.07 (1.11) H = 8.51 .01** 
BN < BED‡ 
BN < AN‡ 
Tackling issues around 
food and body image 
2.73 (1.05) 2.74 (1.13) 3.32 (0.99) H = 7.73 .02** 
BED > BN‡ 
BED > AN‡ 
Able to express and cope 
with negative emotions in 
alternative ways 
2.69 (1.09) 2.68 (1.18) 3.08 (1.02) H = 2.82 .25 
Having some control over 
my treatment and 
recovery 
2.81 (1.15) 2.59 (1.24) 3.04 (1.17) H = 2.96 .23 
Being treated as an 
individual 
2.79 (1.25) 2.53 (1.34) 2.64 (1.29) F = .88 .42 
Increase in self-esteem 2.44 (1.08) 2.79 (1.07) 2.35 (1.16) F = 2.68 .07 
Good relationship with 
treatment team 
2.61 (1.22) 2.35 (1.32) 2.00 (1.18) F = 3.56 .03** 
AN > BED‡ 
Family/partner 
involvement in treatment 
2.50 (1.16) 2.06 (1.16) 2.17 (1.18) F = 4.83  .009* 
AN > BN‡ 
New direction in 
education or new job 
2.14 (1.21) 1.97 (1.13) 1.90 (1.24) H = 1.83 .40 
Medication 2.16 (1.15) 1.78 (1.10) 1.96 (1.08) H = 5.41 .07 
Specific aspect of 
treatment 
2.16 (1.26) 1.73 (1.13) 1.92 (1.23) H = 5.35 .07 
Changing another 
important aspect of life 
1.88 (1.07) 1.96 (1.14) 2.22 (1.12) H = 2.83 .24 
Support 
groups/organisations 
1.75 (0.94) 1.58 (0.98) 2.28 (1.22) H = 10.8 .005* 
BED > BN‡ 
BED > AN‡ 
New relationship 1.70 (1.06) 1.73 (1.08) 1.83 (1.23) H = .24 .89 
Having a child 1.24 (0.72) 1.32 (0.86) 1.45 (0.99) H = 2.14 .34 
Note. * = Statistically significant at level p < .01. ** = Statistically significant at level p < .05. 




4.3.5.3 Multivariate Analyses of Factors Associated with ED Diagnostic Group 
Multinomial logistic regression modelling was conducted to establish the relative 
contribution of potential causal and recovery factors in predicting ED diagnosis, to further 
examine the extent and magnitude of any diagnostic variations found through the univariate 
analyses. 
Model of causal factors: Firstly, the potential causal factors found to have a 
significance level of ≤ .10 through the univariate analyses were incorporated. A total of seven 
variables therefore were entered into the model: “it made me feel a sense of control in my 
life”, “I felt pressure to be thin”, “certain aspects of my personality made me more 
susceptible”, “I was bullied or teased about my weight or appearance”, “certain issues that 
happened to me as a child”, “it is a biological or genetic illness” and “I was teased or bullied 
about other things”. Results are presented in Table 9. The model explained 29.7% of the 
variance in the ED diagnostic group (2(14) = 67.6, p < .001). “It made me feel a sense of 
control in my life”, “I was bullied or teased about my weight or appearance” and “it is a 
biological or genetic illness" were statistically significant contributors remaining in the model 
in predicting the ED diagnostic group. 
 In the second step, age, age of onset of first ED symptoms, and duration of ED were 
added, to check for any possible confounding impact of these variables. Thus, a total of ten 
variables were entered into the model. The variance explained increased to 37.7% (2(20) = 
86.7, p < .001). The three factors from the first step remained statistically significant. 
Participants who endorsed “it made me feel a sense of control in my life” were 25.0 times 
more likely to be in the AN group than the BED group, 8.3 times more likely to be in the BN 
group than the BED group, and 2.9 times more likely to be in the AN group than the BN 
group. Participants who endorsed “I was bullied or teased about my weight or appearance” 
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were 3.63 times more likely to be in the BED group than the AN group. Participants who 
endorsed “it is a biological or genetic illness” were 2.44 times more likely to be in the AN 
group than the BN group. As duration of ED increased, the odds of being in the BED group 
rather than the AN and the BN group increased. As age of onset of first ED symptoms 








         Step 1 Step 2 
2      p 2 p B OR p 95% CI 
It made me feel a sense of control in my life 
- AN x BN 
- AN x BED 
- BN x BED 
















I felt pressure to be thin 2.78 .25 3.05 .22     
Certain aspects of my personality made me more susceptible 0.29 .86 4.51 .11     
I was bullied or teased about my weight or appearance 
- AN x BN 
- AN x BED 
- BN x BED 
















Certain issues that happened to me as a child 3.13 .21 2.72 .26     
It is a biological or genetic illness 
- AN x BN 
- AN x BED 
- BN x BED 















 0.28; 3.00 
I was teased or bullied about other things 2.33 .31 0.82 .67     
Age   2.46 .30     
Age of onset of first ED symptoms 
- AN x BN 
- AN x BED 
- BN x BED 
















Duration of ED‡ 
- AN x BN 
- AN x BED 
- BN x BED 
















Nagelkerke R2 .297 .377 
Overall model 2 67.6, df=14,  p < .001* 86.7, df=20,  p < .001* 
Note. * = Statistically significant at level p < .01. ** = Statistically significant at level p < .05. †Regression coefficient, odds ratio (OR), 95% confidence interval (CI) 
and  p-value for each diagnostic comparison shown for statistically significant variables in step 2. ‡Missing values calculated using ‘age’ – ‘age of onset’.
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Model of recovery factors: Firstly, potential recovery factors found to have a 
significance level of ≤ .10 through the univariate analyses were incorporated. Therefore, eight 
variables were entered into the model: “family/partner/friends support”, “tackling issues 
around food and body image”, “increase in self-esteem”, “good relationship with treatment 
team”, “family/partner involvement in treatment”, “medication”, “specific aspect of 
treatment” and “support groups/organisations”. Results are presented in Table 10. The model 
explained 16.5% of the variance in the ED diagnostic group (2(16) = 30.1, p = .02). The 
potential recovery factor “increase in self-esteem” was the only statistically significant 
contributor to ED diagnostic group. 
In the second step, age, age of onset of first ED symptoms, and duration of ED were 
added, thus a total of 11 variables were entered into the model. Results are presented in Table 
10. The variance explained increased to 28.7% (2(22) = 54.2, p < .001). The potential 
recovery factor “increase in self-esteem” remained a statistically significant contributor to the 
ED diagnostic group. Participants who endorsed “increase in self-esteem” were 2.23 times 
more likely to be in the BN group than AN group. Furthermore, as age of onset increased, the 
odds of being in the BN group rather than the AN group increased. As duration of ED 









Step 1 Step 2 
2   p 2 p B OR p 95% CI 
Family/partner/friends support 0.76 .69 1.95 .38     
Tackling issues around food and body image 2.73 .26 1.35 .51     
Increase in self-esteem 
- AN x BN 
- AN x BED 
- BN x BED 
















Good relationship with treatment team 2.27 .32 0.12 .94     
Family/partner involvement in treatment 3.76 .15 4.23 .12     
Medication 4.17 .13 3.81 .15     
Specific aspect of treatment 3.43 .18 4.19 .12     
Support groups/organisations 3.06 .22 0.62 .73     
Age   0.90 .64     
Age of onset of first ED 
- AN x BN 
- AN x BED 





























Duration of EDa 
- AN x BN 
- AN x BED 
- BN x BED 
















Nagelkerke R2 .165  .287 
Overall model 2 30.1, df=16,  p = .02**  54.2, df=22,  p < .001* 
Note. * = Statistically significant at level p < .01. ** = Statistically significant at level p < .05. †Regression coefficient, odds ratio (OR), 95% confidence interval (CI) 
and  p-value for each diagnostic comparison only shown for statistically significant variables. ‡Missing values calculated using ‘age’ – ‘age of onset’.
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4.3.6 Comparison of Causal and Recovery Factors Between Recovered and Non-Recovered 
Categories 
4.3.6.1 Potential Causal Factors 
Exploratory analyses were conducted to examine any differences between participants 
in the recovered and non-recovered categories, in their endorsement of potential causal 
factors. Independent t-tests and Mann-Whitney U tests (dependant on distribution) were 
conducted (see Table 11). As previously explained in section 4.2.5, means and standard 
deviations are presented in the table, however the statistics reported for the Mann-Whitney U 
tests were calculated using mean ranks (detailed in the text for the statistically significant 
results).  
The potential causal factor “it helped me cope when feeling stress or other negative 
emotions” was endorsed to a greater extent by participants in the non-recovered category than 
the participants in the recovered category (mean rank of 134 compared with 116). “I was 
having difficulty coping with major life changes” was also endorsed to a greater extent by 
participants in the non-recovered category than participants in the recovered category (mean 
















Comparison of participants’ endorsement of each potential causal factor, for those in the 





(n = 195) 
Non-Recovered  
M (SD) 
(n = 169) 
U or t† p 
I had low self-esteem 3.49 (0.66) 3.50 (0.78) U = 15175 .36 
It helped me cope when feeling 
stress or other negative emotions 
3.34 (0.98) 3.68 (0.55) U = 6595 .02** 
I felt pressure to succeed and be 
perfect 
3.29 (1.06) 3.40 (0.91) U = 7283 .57 
It made me feel a sense of control 
in my life 
3.32 (1.03) 
 
3.41 (0.97) U = 7372 .52 
I felt pressure to be thin 3.21 (0.92) 3.16 (0.97) U = 15598 .70 
Certain aspects of my personality 
made me more susceptible 
3.09 (0.95) 3.13 (0.91) U = 7439 .81 
I was having difficulty coping with 
major life changes 
2.81 (1.10) 3.05 (1.00) U = 13720 .04** 
There was no-one to share my 
innermost thoughts and feelings 
with 
2.69 (1.09) 2.83 (1.06) U = 14809 .23 
A reaction to traumatic life event(s) 
or experience(s)  
2.54 (1.24) 2.68 (1.20) t = .89 .37 
I was bullied or teased about my 
weight or appearance  
2.34 (1.09) 2.45 (1.09) t = .99 .33 
There was conflict with key people 
in my life  
2.50 (1.20) 2.58 (1.17) t = .62 .54 
Certain issues that happened to me 
as a child 
2.49 (1.21) 2.56 (1.20) t = .54 .59 
It is a biological or genetic illness  2.19 (1.04) 2.35 (1.10) t = 1.40 .16 
I was teased or bullied about other 
things  
2.15 (1.05) 2.28 (1.09) t = 1.14 .26 
I don’t know why I developed an 
ED 
1.72 (1.06) 1.97 (1.17) U = 7371 .08 
Note. * = Statistically significant at level p < .01.  ** = Statistically significant at level p < .05. †T-test 




4.3.6.2 Potential Recovery Factors 
Exploratory analyses were conducted to examine any differences between participants 
in the recovered and non-recovered categories, in their endorsement of potential recovery 
factors. As also noted earlier, 28.4% (n = 23) of the participants who reported they still have a 
significant ED did not respond to this section of the survey. Independent t-tests and Mann-
Whitney U tests (dependant on distribution) were conducted (see Table 12). As previously 
explained in section 4.2.5, means and standard deviations are presented in the table, however 
the statistics reported for the Mann-Whitney U tests were calculated using mean ranks 
(detailed in the text for the statistically significant results).  
The potential recovery factor “own motivation” was endorsed to a greater extent by 
participants in the recovered category than participants in the non-recovered category (mean 
rank of 181 compared to 143), and “tackling underlying causes” was endorsed to a greater 
extent by participants in recovered category than the non-recovered category, (mean rank of 
116 compared to 98). The factors “being treated as an individual” and “increase in self-
esteem” were also endorsed to a greater extent by participants in the recovered category than 
















Comparison of participants’ endorsement of each potential recovery factor, for those in the 





(n = 195) 
Non-Recovered  
M (SD) 
(n = 169) 
U or t† p 
Own motivation 3.56 (0.71) 1.97 (1.17) U = 10186 <.001* 
Tackling underlying causes 3.07 (1.07) 2.73 (1.17) U = 4749 .03** 
Family/partner/friends support 2.81 (1.10) 2.78 (1.17) U = 5897 .99 
Tackling issues around food and 
body image 
2.91 (1.06) 2.65 (1.09) U = 4934 .07 
Able to express and cope with 
negative emotions in alternative 
ways 
2.81 (1.09) 2.61 (1.14) U = 5128 .19 
Having some control over my 
treatment and recovery 
2.87 (1.18) 2.63 (1.18) U = 4981 .10 
Being treated as an individual 2.87 (1.22) 2.43 (1.34) t =-2.46 .02** 
Increase in self-esteem 2.77 (1.04) 2.22 (1.10) t = -3.75 <.001* 
Good relationship with treatment 
team 
2.49 (1.25) 2.47 (1.27) t = -.18 .86 
Family/partner involvement in 
treatment 
2.38 (1.19) 2.29 (1.16) t = -.65 .51 
New direction in education or new 
job 
2.07 (1.22) 2.06 (1.15) U = 12876 .98 
Medication 1.97 (1.14) 2.09 (1.13) U = 5504 .41 
Specific aspect of treatment 2.02 (1.25) 1.97 (1.20) U = 5046 .68 
Changing another important aspect 
of life 
1.97 (1.14) 1.87 (1.03) U = 12132 .58 
Support groups/organisations 1.74 (1.02) 1.75 (0.97) U = 12608 .80 
New relationship 1.78 (1.12) 1.62 (1.01) U = 11875 .21 
Having a child 1.34 (0.86) 1.20 (0.66) U = 11917 .22 
Note. * = Statistically significant at level p < .01. ** = Statistically significant at level p < .05. †T-test 





4.3.6.3 Multivariate Analyses of Factors Associated with Recovery Status  
Binary logistic regression was carried out to determine the relative contribution of each 
potential causal and recovery factor in predicting recovery status, to further explore any 
variations found between the recovered and non-recovered categories in the univariate 
analyses. 
Model of causal factors: Firstly, the model incorporated all of the potential causal 
factors that were found to have a significance level of  ≤ .10 through the univariate analyses; 
the two included variables were “it helped me cope when feeling stress or other negative 
emotions” and  “I was having difficulty coping with major life changes”. Results are 
presented in Table 13. The model explained 10.1% of the variance in recovery status (2(2) = 
18.4, p < .001). The only candidate causal variable that was a statistically significant 
contributor to the likelihood of being in the recovered category was “it helped me cope when 
feeling stress or other negative emotions”. 
The variables of age, age of onset of first ED symptoms, and duration of ED were then 
added to the model in step two to check for any possible confounding impact of these 
variables on recovery status. The variance explained by the model increased to 20.4% (2(5) = 
38.7, p < .001). “It helped me cope when feeling stress or other negative emotions” remained 
a statistically significant contributor to recovery status; participants were 8.49 times more 
likely to be in the recovered category if they did not endorse the factor. As age increased, the 
likelihood of being in the recovered category increased. As age of onset and duration of ED 




Binary logistic regression modelling the contribution of potential causal factors in the prediction of ‘recovered’ status 
 
 Step 1 Step 2 
Variable† 
B p OR 95% CI B p OR 95% CI 
It helped me cope when feeling stress or other negative 
emotions 
2.26 .003* 9.55 2.16; 42.28 2.14 .009* 8.49 1.72; 41.91 
I was having difficulty coping with major life changes .45 .14   0.48 .13   
Age    0.11 .001* 1.11 1.05; 1.19 
Age of onset of first ED    -0.14 .002* .87 .80; .95 
Duration of EDa    -.010 .004* .90 .84; .97 
Nagelkerke R2 .101 .204 
2 18.4, df=2,  p <.001* 38.7, df=5,  p <.001* 
Note. * = Statistically significant at level p < .01. ** = Statistically significant at level p < .05. aMissing values calculated using ‘age’ – ‘age of 
onset’. †Odds ratio (OR) and 95% confidence interval (CI) shown only for statistically significant variables.
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Model of recovery factors: All of the potential recovery factors that had been found to 
have a significance level of ≤ .10 through the univariate analysis were added in the first step; 
a total of six variables. The variables entered were: “own motivation”, “tackling underlying 
causes”, “tackling issues around food and body image”, “having some control over my 
treatment and recovery”, “being treated as an individual” and “increase in self-esteem”. 
Results are presented in Table 14. The model explained 15.5% of the variance in recovery 
status (2(6) = 24.7, p < .001). There were two factors that were statistically significant 
contributors to the likelihood of being in the recovered category: “own motivation” and 
“increase in self-esteem”. 
As with the previous models, age, age of onset of first ED symptoms, and duration of 
ED were then added in step two to check for any possible confounding impact of these 
variables. The variance explained by the model increased to 26.3% (2(9) = 43.9, p < .001). 
The potential recovery factor of “own motivation” remained statistically significant, with 
participants 4.55 times more likely to be in the recovered category if they endorsed the factor. 
The potential recovery factor of “increase in self-esteem” also remained statistically 
significant, with participants 1.96 times more likely to be in the recovered category if they 
endorsed the factor. As age increased, the likelihood of being in the recovered category 
increased. As age of onset and duration of ED increased, the likelihood of being in the 






Binary logistic regression modelling the contribution of potential recovery factors in the prediction of ‘recovered’ status 
 
 Step 1 Step 2 
Variable† B p OR 95% CI B p OR 95% CI 
Own motivation -1.42 .008* .24 .09; .69 -1.50 .007* .22 .07; .67 
Tackling underlying causes -.33 .35   -.42 .27   
Tackling issues around food and body image -.36 .30   -.45 .21   
Having some control over my treatment and recovery .58 .16   .51 .24   
Being treated as an individual -.54 .16   -.37 .37   
Increase in self-esteem -.64 .05** .53 .28; 1.00 -.68 .05** .51 .26; .99 
Age    .10 .004* 1.10 1.03; 1.17 
Age of onset of first ED    -.13 .003* .88 .81; .96 
Duration of EDa    -.11 .002* .90 .84; .96 
Nagelkerke R2 .155 .263 
2 24.7, df=6,  p <.001* 43.9, df=9, p <.001* 
Note. * = Statistically significant at level p < .01. ** = Statistically significant at level p < .05. aMissing values calculated using ‘age’ – ‘age of 
onset’. †Odds ratio (OR) and 95% confidence interval (CI) shown only for statistically significant variables.
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4.3.7 Summary of Key Results 
 Consistent with the initial hypothesis about causal factors of an ED, the top four most 
frequently endorsed potential causal factors were: “I had low self-esteem”, “it helped me 
cope when feeling stress or other negative emotions”, “I felt pressure to succeed and be 
perfect” and “it made me feel a sense of control in my life”. Self-esteem featured as both a 
prominent causal and recovery factor. In addition to “I had low self-esteem” being the most 
frequently endorsed causal factor, the potential recovery factor “increase in self-esteem” was 
a significant predictor of recovery status (with participants who endorsed the factor being 
more likely to be in the recovered category). In addition to being a highly endorsed causal 
factor, “it helped me cope when feeling stress or other negative emotions” was also the 
strongest potential causal factor in predicting recovery status; participants who endorsed the 
factor as a cause were more likely to be in the non-recovered category.  
The factor “I felt pressure to be thin” was also endorsed as a causal factor by the 
majority of participants. Contrary to the hypothesis though, the potential causal factors “a 
reaction to traumatic life event(s) or experience(s)”, “I was bullied or teased about my weight 
or appearance” and “I was teased or bullied about other things” were lower in the rankings 
than expected. Furthermore, the hypothesis that participants with BN would be more likely to 
endorse experiencing trauma as a causal factor than AN and BED was not supported.  
There were some diagnostic differences found. The strongest causal factor in 
predicting diagnostic group was “it made me feel a sense of control in my life”. Participants 
with AN were significantly more likely to endorse the factor than participants with both BN 
and BED, and participants with BN were significantly more likely to endorse the factor than 
participants with BED. In addition to the item about control, BED was found to differ from 
AN and BN in a number of other ways. Firstly, participants with BED were more likely to 
endorse “I was bullied or teased about my weight or appearance” as a causal factor than 
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participants with AN. Unlike AN and BN, they were also more likely to report that they did 
not know why they developed their ED. In relation to treatment, participants with BED were 
more likely than participants with AN and BN to endorse “tackling issues around food and 
body image” and “support groups/organisations” as assisting recovery. It was hypothesised 
that participants with BN would also be more likely than participants with AN to endorse the 
two aforementioned recovery factors but this was not found to be the case. 
 Across all diagnostic groups, the most frequently endorsed potential recovery factors 
were: “own motivation”, tackling underlying causes”, family/partner/friends support”, and 
“tackling issues around food and body image”. Only two of these factors (tackling underlying 
causes and having support) were consistent with the hypothesis. The other factors 
hypothesised to be highly endorsed (“good relationship with treatment team” and “being 
treated as an individual”) were actually endorsed by just over half of the participants. The 
potential recovery factor “being treated as an individual” was however more frequently 
endorsed by participants in the recovered category than the non-recovered category. 
 In addition to “being treated as an individual”, three other potential recovery factors 
were endorsed significantly more frequently by participants in the recovered category than 
the non-recovered category: “own motivation”, “tackling underlying causes” and “increase in 
self-esteem”. The strongest factor in predicting recovery status was “own motivation”; 
participants who endorsed this factor as assisting in the recovery process were more likely to 




The aim of this quantitative study was to improve understanding of the factors women 
with lived experience of an ED perceive to be important in causing their disorder and that 
contributed to improvements and recovery. All 14 of the potential causal factors were 
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endorsed by at least 43% of participants, showing that women with lived experience 
perceived a range of different factors to be involved in the onset of an ED. As hypothesised, 
over 80% of participants endorsed having low self-esteem, using the ED to help cope with 
negative emotions, and feeling pressure to be perfect as contributing to the onset of their ED, 
whether the ED was AN, BN or BED. While several causal and recovery factors were 
common across participants regardless of diagnosis or recovery status, there were also some 
interesting differences detected. 
 
4.4.1 Self-Esteem 
 Low self-esteem was the most frequently endorsed cause of an ED, supporting 
previous findings that low self-esteem is associated with AN (Brockmeyer et al., 2013), BN 
(Daley et al., 2008) and BED (Dunkley & Grilo, 2007). The present cross-sectional study, 
however, found only low correlations between low self-esteem and other potential causal 
factors, inconsistent with research that suggested associations or interactions between self-
esteem and other factors such as perfectionism (Vohs et al., 2001), stress, and maladaptive 
coping (Fryer et al., 1997). Self-esteem appears to be robustly related to both onset and 
recovery from an ED. Consistent with the findings for recovery in the present data, other 
studies have found that low self-esteem predicts a poor treatment outcome (Wade et al., 
2011) and higher self-esteem a more positive outcome (Vall & Wade, 2015). The large 
magnitude positive correlation between endorsement of an increase in self-esteem and being 
able to cope with negative emotions in alternative ways as recovery factors supports Fryer et 
al. (1997)’s assertion that teaching healthy ways of coping in treatment may in fact improve 





4.4.2 Coping with Emotions 
Findings from the present study are consistent with other research which has found 
that coping strategies play an important role in EDs, encompassing both onset and recovery. 
In the current study, the perception that the ED was helpful in coping with stress and with 
negative emotions was the second most frequently endorsed causal factor. This supports the 
conclusions from other studies that have found those with an ED (AN, BN and BED) often 
have inadequate coping mechanisms (Marchiol et al., 2020) and difficulties in emotion 
regulation (Brockmeyer et al., 2014).  
Interestingly, perceiving the ED as helping to cope also suggests that participants 
considered their ED to be serving a positive function. Rossotto et al. (1996) found that 
participants who were classed as non-recovered spoke of positive aspects of their disorder, 
including using it as an escape from feelings, whereas recovered participants did not. Given 
that the strongest potential causal factor in predicting recovery status in the present study was 
the ED being viewed as helping to cope with stress and other negative emotions (with high 
endorsement increasing the likelihood of being in the non-recovered category), viewing the 
ED as serving an affect regulation function could represent a substantial barrier to recovery. 
It may also suggest that participants in the non-recovered category were experiencing 
ambivalence towards their ED; feelings which have been determined to be a maintenance 
factor in AN (Williams & Reid, 2010). Findings therefore suggest changing the perspective 
that EDs serve a positive function is likely to remove the ambivalence and be an essential 
part of recovery. 
 
4.4.3 Perfectionism and the Thin Ideal 
 Feeling pressure to succeed and be perfect, and feeling pressure to be thin, were both 
perceived as causes of the ED by the majority of participants. This finding is consistent with 
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a considerable body of existing research that has found clinical perfectionism to be both a 
risk and maintenance factor for EDs (Bardone-Cone et al., 2007; Egan et al., 2011). Media 
exposure has been linked to internalisation of a thin-ideal body type and disturbed eating 
behaviours and attitudes (Grabe et al., 2008), suggesting media portrayals of thin as the ideal 
figure may be perceived as pressure to look that way by some individuals. Bardone-Cone et 
al. (2007) proposed that perfectionism can lead to an ED due to sensitivity to social 
expectations, a need to receive validation from others to attain a high social status, and 
viewing low body weight as a source of positive feedback. Thompson et al. (2013) suggested 
that the link between perfectionism and ED symptoms is exacerbated by internalisation of 
media attitudes towards appearance. 
 
4.4.4 Trauma 
In this study, the participants’ perception that their ED was a reaction to some form of 
trauma was endorsed to a lesser extent than expected. A link between EDs and sexual trauma 
is well documented in the literature (e.g. Fairburn et al., 1998; Forman-Hoffman et al., 2012; 
Waller, 1998). Brewerton (2007) concluded from a review that any experience that has the 
potential to produce post-traumatic stress or anxiety is a risk factor for an ED. It could be the 
case that not all participants in the present study perceived ‘trauma’ to refer to the same 
experiences, as Rorty et al. (1995) found participants and researchers varied in what they 
viewed as abuse. Furthermore, Ball and Lee (2000) determined from their review that 
stressful life events may contribute to the development of disordered eating in many cases but 
are not a necessity. With around half of participants in the present study perceiving their ED 
to be a reaction to a traumatic event, this proportion was only slightly lower than that 
reported by Tagay et al. (2010).  
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The association between the causal factors of experiencing trauma and having conflict 
with key people in life raises the possibility that trauma involving or impacting upon close 
relationships may be more strongly linked to developing an ED than other forms of trauma or 
stress. Other research has found major life stressors reported by participants with AN and BN 
were most commonly categorised as involving close relationships e.g. parental divorce or 
sexual abuse by a close family member (Schmidt et al., 1997). Alternatively, it could be that 
trauma impacts upon a person’s ability to maintain an agreeable relationship. As a cross-
sectional study, it was not possible to address causality regarding the reason for the 
correlation found here. 
The hypothesis that a greater proportion of participants with BN would endorse 
experiencing trauma as a reason for the onset of their ED was not supported. While this lack 
of a diagnostic difference contradicts previous findings (e.g. Fairburn et al., 1998; Speranza 
et al., 2003; Waller, 1991, 1993), the present findings are consistent with a small number of 
studies reporting similar levels of trauma in both AN and BN (Schmidt et al., 1997; Tagay et 
al., 2010). There have also been contradictory findings in relation to specific types of abuse, 
with some research suggesting that CSA is associated with the development of binge eating, 
particularly when committed by a family member (Waller, 1992b). Other findings suggested 
BN symptoms were more likely when extrafamilial abuse occurred over the age of 12 
(Beckman & Burns, 1990). These inconsistencies demonstrate that diagnostic variations may 
be more complex and different types of trauma may influence different symptoms rather than 
simply the occurrence of trauma alone.  
 
4.4.5 Bullying 
Similar to the findings about trauma, the perception that being bullied or teased by 
peers about appearance or other things was less endorsed than hypothesised. A history of 
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having been bullied has previously been strongly associated with having an ED, particularly 
being bullied about appearance (Lie et al., 2019). Although lower than expected, the 
frequency of reporting in the present findings, however, were comparable to those of 
Sweetingham and Waller (2008), with around half of participants perceiving being bullied as 
a cause of their ED. In the survey used for the present study, there were two separate items 
relating to bullying as a causal factor; incidents focusing on weight or appearance, and 
incidents with other foci. Endorsement may have been higher had only one item been used 
incorporating all forms of bullying.  
The present study did find that participants with BN and BED were more likely than 
participants with AN to endorse being bullied or teased about their weight or appearance as a 
causal factor, suggesting there may be diagnostic differences in social interactions and 
experiences. Being bullied about appearance has been associated with elevated body 
dissatisfaction and lowered self-esteem (Eisenberg et al., 2003) Previous studies have 
reported a high prevalence of fat-shaming (e.g. Chou et al., 2014; Hussin et al., 2011), 
demonstrating the psychological impact negative experiences can have and the different types 
of stigma women with BED may have experienced in their lives. Although being overweight 
is not a criteria of BED, most studies report higher current BMIs in those with BED (e.g. 
Grilo et al., 2009; Grucza et al., 2007), making them more vulnerable to fat shaming. 
Childhood weights were not collected in this study so it is unknown if overweight status as a 
child might have been a focus of bullying.  
 
4.4.6 Further Diagnostic Differences 
BED appeared to differ from AN and BN in a number of ways. Participants with BED 
were more likely than participants with BN and AN to respond that they did not know why 
they developed an ED. Interestingly, fewer than a third of participants overall stated that they 
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did not know why they developed an ED, indicating that the majority felt a degree of 
certainty over the reasons for their ED. Participants with BED were also less likely to have 
experienced treatment and so it is possible that they had not discussed or reflected on the 
underlying causes of their ED (as typically happens in an assessment or early treatment 
sessions) to be able to arrive at their own formulation.  
Given previous research has suggested that BN and BED are more similar to each 
other than to AN, it was expected that perceived helpful factors in treatment would be more 
closely aligned for BN and BED than AN. Jordan et al. (2014) found both BED and BN with 
non-purging compensatory behaviours shared features of higher weight and/or BMI, and 
lower specialist ED treatment experiences. A similarity in body weight may explain why, as 
previously discussed, participants with BN as well as BED were more likely than AN to 
perceive being bullied about their weight to be a cause. Contrary to the hypothesis, the 
similarity between participants with BN and BED in the present study, however, did not 
extend to their views on focusing on body image in treatment or the usefulness of support 
groups. Participants with BED were more likely than participants with either AN or BN to 
endorse that tackling issues around food and body image was a recovery factor. This could 
allude to a more complex relationship with food, or greater body dissatisfaction in women 
with BED (Fassino et al., 2004), whether as a cause, effect, or presence. High body 
dissatisfaction in women with BED may also be linked to experiences of bullying, in 
particular fat-shaming, as discussed in the previous section. 
Support groups and organisations were also more likely to be endorsed as an 
important factor for recovery by participants with BED than both AN and BN. The reason for 
this is not clear. However, Hertz et al. (2012) found that participants who attended Overeaters 
Anonymous used food to overcome loneliness, and therefore benefited from the social 
environment and positive attachments they were able to make. The diagnostic difference in 
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endorsement of support groups may also reflect the fact that a greater number of women with 
BED did not have specific ED treatment, implying they were more likely to attend 
community support groups in place of formal ED treatment. This was confirmed in a review 
by Mitchison et al. (2017) who concluded that people with BED are less likely to receive 
mental health treatment and instead are much more likely to receive a referral for dietary or 
exercise advice. As noted in the literature review here, research into treatment experiences for 
BED, particularly seeking the views of women with lived experience, is extremely limited, 
but one study did find that group therapy was rated as the most helpful treatment (more than 
individual therapy or a dietician) (Higgins Neyland & Bardone-Cone, 2019). 
Although BN did not differ from AN in regards to the helpfulness of support groups 
and tackling body image (contrary to the hypothesis), there were several factors that did 
differentiate AN and BN. Firstly, the older age of onset in BN compared to AN is a well-
established finding (Nagl et al., 2016; Steinhausen & Jensen, 2015). Outside of treatment, 
support from family, friends and/or a partner was one of the most frequent factors perceived 
to assist in recovery, however it appeared to be less influential in BN. This could reflect the 
older age of onset for BN compared with AN. 
The relative strength of endorsement of psychological factors in AN, such as 
personality and control, compared to appearance-related factors, such as being bullied about 
appearance or tackling issues around body image, might indicate that, for women in the 
present sample at least, AN is perceived to be more about psychological traits and perceived 
benefits of the ED than about physical appearance. This perception was echoed in the voices 
of clients with AN in previous qualitative research (e.g. Rance et al., 2017b). Women with 
AN were also more likely to endorse having a good relationship with the treatment team and 
having their family or partner involved in treatment as recovery factors. The difference in 
perceptions around factors within treatment may suggest that feeling connected to someone 
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during treatment is of greater importance for AN. It may also reflect that more women with 
AN than BN and BED have had first-hand experience of these factors to be able to evaluate 
their effectiveness. For instance, a greater percentage of participants with AN reported 
experiencing family-based therapy than both BN and BED. 
The strongest predictor of diagnostic group was endorsement of the causal factor “it 
made me feel a sense of control in my life”, implying that the perceptions of control play a 
key role in the differentiation between ED diagnoses. Consistent with the hypothesis, both 
AN and BN were more likely than BED to be used to gain a sense of control. This finding 
suggests that women with AN and BN may feel they have low levels of internal control 
(Tiggemann & Raven, 1998) and therefore use their ED to try and address this feeling. 
Furthermore, participants with AN were significantly more likely to endorse feeling a sense 
of control than participants than BN, implying that perception of control may be of particular 
relevance in AN. This finding is consistent with the theoretical and research literature 
proposing that the concept of control is a key feature in AN (Surgenor et al., 2002). Surgenor 
et al. (2003), for example, has suggested that different aspects of control contribute to 
different clinical behaviours within AN. For those with BN, the influence of control may 
feature more heavily in the subgroups who maintain a greater level of restriction. 
 
4.4.7 Recovery Factors within Treatment 
In relation to helpful factors within treatment, having a good relationship with the 
treatment team and being treated as an individual was not endorsed as frequently as expected. 
In their meta-analysis, Graves et al. (2017) determined that a strong therapeutic alliance was 
associated with a positive outcome in ED treatment, however, additional factors such as age 
and type of treatment may have an impact on how influential the role of alliance is. There is 
some debate as to the importance of the therapeutic alliance in psychological treatments, with 
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some research suggesting too much emphasis may be placed on the significance of the 
relationship (Brown et al., 2013; Carter et al., 2015). A good therapeutic alliance may reduce 
premature dropout from treatment rather than be a factor in improving treatment efficacy 
itself (Jordan et al., 2017). It is possible that factors relating to treatment were endorsed to a 
lesser extent due to the participants who had not received any specialist treatment and 
therefore had no experience with a treatment team to refer to when responding. The finding 
here that participants in the recovered category were more likely to perceive being treated as 
an individual as beneficial for recovery indicates it is an important factor in treatment, which 
has been commonly identified in qualitative studies (e.g. Pettersen & Rosenvinge, 2002; 
Rance et al., 2017b) but less explored quantitatively.  
Tackling underlying causes was one of the most frequently endorsed recovery factors, 
suggesting it is perceived as an important aspect across all EDs. Interestingly, there did not 
appear to be a relationship between perceiving self-esteem, coping and control as causes, and 
addressing or considering these same factors in recovery. This would suggest that focusing 
on the underlying causes, while perceived as beneficial by the client, may not be the most 
effective course of action for the therapist. Focusing on maintenance factors may be more 
fruitful in making progress towards recovery. In support of this, Fairburn et al. (2009) found 
that CBT-E, which targets the key maintenance factors of perfectionism, low self-esteem, 
mood tolerance and interpersonal problems, was more effective than CBT for individuals in 
which those specific maintaining factors were present. CBT-E was however less effective 
than CBT for individuals who were not experiencing the maintenance factors. These findings 
provide further support that tailoring treatment for the individual may improve treatment 
efficacy, and suggests that increases in self-esteem and the use of alternative coping 
strategies may actually be beneficial due to addressing maintenance rather than causal 
factors. While data on maintenance factors were not explicitly collected through the present 
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survey, participant perceptions on maintenance factors were explored in the qualitative study 
and the findings are considered alongside the quantitative data in the final chapter. 
 
4.4.8 Self-Motivation 
Schmidt et al. (2014), in the development of MANTRA, also focused upon targeting 
perfectionism and intolerance of negative emotions to interrupt maintenance factors in AN; 
factors which were identified as important in the present study. MANTRA also included 
motivational interviewing as a means to increase self-motivation in participants. Findings 
from the present study suggested self-motivation is important in recovery from an ED, as it 
was the most frequently endorsed recovery factor and the strongest predictor of recovery 
status. Although some other treatments already include motivational elements (e.g. CBT), 
these findings highlight the importance of incorporating techniques to increase self-
motivation to improve treatment efficacy. Research into the impact of focusing on enhancing 
self-motivation in treatment however has been inconclusive (Knowles et al., 2013).  
 
4.5 Limitations 
There are several limitations pertaining to the present quantitative study, which are 
outlined here. Firstly, the overall sample size was relatively modest, with low ethnic diversity 
in the sample, which restricted the ability to generalise the findings to the wider population 
and to robustly test hypotheses. Despite continued efforts, including reposting across the 
online platforms that had generated the best response rates, revisiting physical advertising 
locations to redisplay posters and extending the recruitment period, the rate of increase was 
gradual and numbers were lower than expected. The participants in this thesis were also 
restricted to New Zealand women aged over 16 years who volunteered to participate. The 
sample was appropriate to explore the research questions but limited the generalisability of 
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the findings beyond the demographics of the sample. Even with the lengthy recruitment 
period, multiple channels of advertisement used and the exploratory nature of the study, 
limitations regarding the sample size must be acknowledged.  
The small sample size was also relevant when participants were separated into 
diagnostic groups, limiting the statistical power of some of the comparative analyses. In 
addition, the sample was unevenly distributed across each diagnostic group. As explained in 
section 4.2.2.2, despite additional focused advertising, there was a lower response rate from 
women with BED than the other diagnostic subtypes. The diagnostic differences identified 
through the statistical analyses therefore need to be considered with a high level of caution. 
The aim of this research, however, was to explore the participants’ perceptions rather than to 
generalise the results. Additionally, the recovery status and diagnostic group comparisons 
were solely conducted separately, rather than also combining the groupings (such as 
comparing recovered participants with BN with non-recovered participants with AN). The 
small sample size limited the ability to break the participants down into groups at this level. 
This was not considered a significant limitation as this additional depth of analysis would not 
have contributed to answering the research questions. 
There are several limitations based on the survey measure used. The items used to 
collect data on causal and recovery factors were a list of items based on factors identified 
through the literature review, that were mainly developed for the purpose of this study, not a 
validated psychometric scale. As similar research has not been completed before, an 
appropriate existing scale could not be identified. This limitation is one reason why the 
triangulation from the qualitative study is important. The survey design also restricted data 
collection and analysis to the predefined factors featured in the questions and the multiple 
choice options provided, meaning that every potential causal and recovery factor could not be 
considered. Context and reasons for participant responses could not be collected. The survey 
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was of self-report design, which relied on the participants to accurately recall their 
motivations for behaviour that may have occurred at some time in the past. The data may 
therefore be subject to recall bias. The diagnostic groups were determined based on self-
reported data rather than a structured clinical assessment. This was appropriate to allow 
participants to maintain anonymity and has a number of strengths (discussed in the next 
section below), but could mean some participants did not meet the full criteria for the 
disorder they reported. By taking part in the research, however, it demonstrated that they felt 
their relationship with food adversely impacted on their health or life functioning. Their 
opinions were therefore still considered to be of importance. 
As the study was cross-sectional, causality could not be established and only 
associations could be inferred. During analysis of the data, some corrections were not made 
for multiple analyses as the research was exploratory. Despite this limitation, the results 
were, in most cases, consistent with existing literature. The survey responses also represent 
the participants’ views at one moment in time. It is possible that opinions on factors that are 
helpful for recovery could change, for example, after experiencing a new type of treatment. 
Despite these limitations, a cross-sectional study design is recommended when the purpose of 
the study is descriptive and seeks to explore the prevalence an item of interest (Levin, 2006), 
which was in line with the study objectives. 
 
4.6 Strengths 
 There are numerous strengths of the present study, especially surrounding the unique 
contribution to the existing literature. Firstly, the study focused upon perceptions of both 
potential causes and recovery factors within the same sample of women with lived experience 
of an ED. This allowed for correlation analyses to be carried out to explore relationships 
between perceived causes of an ED and related factors in recovery. It was established from 
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the literature review that there is a dearth of this type of data. Furthermore, the methods 
employed in this quantitative study enabled data to be collected in a format that allowed for 
statistical comparison. As previously noted, research comparing the views of AN, BN and 
BED is very limited, and so this is a key strength of the study. 
 In addition to allowing for comparisons to be made, the survey design had a number 
of other strengths. Firstly, the survey items were created based upon the literature review 
rather than using a standard survey, which ensured that all of the factors of interest were 
incorporated. Providing a list of potential factors and measuring their endorsement with a 
consistent scale made the instructions easy to follow. The design also enabled endorsement of 
a large number of different social and psychological factors to be measured. Recovery status 
was self-reported, which was important to be consistent with aims of the research and 
ensuring the focus was on the perceptions of participants. 
ED diagnosis was also self-reported, meaning some participants had received a 
professional diagnosis and others had self-diagnosed or reported a ‘probable’ diagnosis. It is 
a strength of the research that a professional diagnosis was not a requirement as it allowed 
women who had not accessed specialised treatment, or possibly not disclosed their 
difficulties to anyone before, to take part. A ‘probable’ diagnosis was reported by 13.2% of 
participants. These hard to reach women have often been overlooked in other research. 
The anonymity available through the use of an online format appears to have 
encouraged more women to participate, as most completed the survey without leaving any 
contact information. It is also unlikely that social desirability had an impact on the responses. 
As previously outlined, the use of an online method of data collection also maximised 
participation by removing geographical boundaries. The data collected was exported from the 
online platform and then imported into the data analysis software, removing the opportunity 
for manual input error. 
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A multitude of different psychological and social factors were perceived to be 
important causal and recovery factors across all EDs. Significant differences among AN, BN 
and BED, and between the participants in the recovered and non-recovered categories, were 
also found. These findings may have important implications for clinical practice. 
 
4.7 Implications 
 The findings from the present study have a number of clinical and theoretical 
implications. The perception that their ED helped them to cope with negative emotions was 
the strongest predictor of recovery status, implying that viewing an ED as serving a positive 
function may be a barrier to recovery and something that needs to be understood and 
addressed in treatment. The perceived value of AN constitutes part of the well-known 
cognitive-interpersonal maintenance model of AN (Schmidt & Treasure, 2006), but the 
present study suggests that it should also be incorporated into theories of the maintenance of 
BN and BED. Whilst the MANTRA method of treatment includes several exercises aimed at 
targeting the value clients place on their AN and their pro-anorexia beliefs (Schmidt et al., 
2014), these present findings suggest that adapting these exercises for inclusion in the 
treatment of BN and BED may be beneficial for improving treatment outcomes. The potential 
impact of addressing the perceived positive function of BN and BED in treatment is an 
important area for future research highlighted by the present study. 
The findings in relation to self-motivation suggest that it plays a key role in recovery 
from an ED, supporting the theory that interventions that seek to enhance motivation should 
be incorporated into ED treatment programmes. This is an important contribution to the 
literature, as studies so far into the effectiveness of these techniques have not provided 
definitive results. Adaptations of motivational interviewing have been trialled in the 
treatment of EDs but without consistent evidence of effectiveness (Knowles et al., 2013). 
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Motivational enhancement therapy has been found to improve symptoms and readiness to 
change in BN, but only to the same extent as CBT (Treasure et al., 1999). It is suggested, 
based on the findings of the present study, that understanding how to effectively incorporate 
motivational enhancement techniques into treatment should be an area of continued research. 
 Despite the similarity across the diagnostic groups in relation to using their ED to 
cope with emotions and self-motivation, diagnostic differences were also found that may 
have important clinical implications. Firstly, it appeared that women with BED were more 
likely than women with AN to have been bullied about their weight or appearance, and were 
more likely than women with AN or BN to perceive tackling issues around food and body 
image to be helpful for recovery. These findings support research that has found higher body 
dissatisfaction in people with BED than AN or BN (Fassino et al., 2004) and imply that body 
dissatisfaction should be considered when developing theories of the onset of BED. It 
therefore appears that a focus on improving body image should be central to the treatment of 
BED, however, this inference requires further research. Secondly, the results suggest group 
therapy and support groups were preferred by women with BED, which has clinical 
implications for the use of peer support, alongside individual treatment programmes, for 
women with BED. Finally, participants with BN were found to be less likely than those with 
AN to endorse having support from family, friends or a partner, or having family or partner 
involvement in treatment, as helpful for recovery. This finding could have implications for 
the relative importance of facilitating a social support network across different ED diagnoses. 
Overall, these diagnostic differences demonstrate that a transdiagnostic theory of onset and 
maintenance may overlook variations that could be critical to improving treatment efficacy. 
 
4.8 Conclusion 
 The present quantitative study used an anonymous online survey to ask women with 
lived experience of an ED about their perceptions of potential causal and recovery factors 
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relevant to their ED. Participants’ responses were also compared based upon the self-reported 
categories of recovery status and ED diagnosis. 
The variety of factors leading to the onset of an ED endorsed by these participants is 
consistent with the multiple-causality models currently proposed in the ED literature. The 
findings from the present study suggest that psychological factors of low self-esteem, 
ineffective coping strategies and perfectionism were seen as causal factors across AN, BN 
and BED. While psychosocial influences of EDs were demonstrated across all of the 
diagnostic groups, there was some variability by diagnoses. It appeared that women with 
BED, and sometimes BN, were more likely to have experienced bullying about their weight 
or appearance and to attribute this to the onset of their ED. Using the ED to feel a sense of 
control featured more heavily in AN, but still to an extent in BN, but was not considered to 
be a causal factor for BED. There were also some diagnostic variations in terms of potential 
recovery factors. Participants with BED were more likely to endorse support groups, 
potentially as they were also less likely to have experienced specialised ED treatment, and to 
endorse tackling issues around food and body image in treatment.  
Self-motivation, along with addressing different underlying causes of an ED, and in 
doing so treating each person as an individual, were found to be the most important factors 
for recovery across all diagnostic groups. It also appeared that working to increase self-
esteem, and to change the client’s perspective of their ED during treatment to one in which it 
is not considered to serve any positive function, and teaching more adaptive strategies may 
increase the chances of recovery.   
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CHAPTER FIVE: ‘Well You’re Obviously not Anorexic’: A Qualitative 




This chapter presents the qualitative study, which utilised interviews with women 
with lived experience of an ED. Although the quantitative study also collected data from the 
perspective of women with lived experience, quantitative methods are generally considered 
to be more restrictive than taking a qualitative approach. The quantitative study, presented in 
the previous chapter, provided the opportunity to break down concepts into statistically 
measurable constructs and examine the relationships between these constructs (Punch, 2003). 
This method enabled hypotheses generated from existing literature to be tested, which is 
important to substantiate theories, but restricted the opportunity for new insights and the 
exploration of unexpected topics (Willig, 2001). Qualitative research has the ability to 
explore experiences in more detail, and to consider how lived experiences are perceived and 
understood (Willig, 2001), consistent with the project objectives and philosophical position. 
Qualitative methods can also allow for complexities such as changes over time and variations 
dependent on context to be explored (Snape & Spencer, 2003), which, in the present project, 
was not possible to ascertain through the quantitative study. Taking a mixed methods 
approach, by conducting qualitative research alongside the quantitative study, allowed the 
creation of a more detailed and holistic picture that could not have been captured by the 
statistical methods alone (Ritchie, 2003).  
The qualitative study presented here collected detailed participant narratives, allowing 
the women to discuss their experiences of their ED holistically, from onset to recovery, 
without being restricted to factors predetermined by the researcher. Unlike the quantitative 
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study, participants were also able to articulate links between factors, describe different 
aspects of a factor, and were asked about maintenance factors and their experience(s) of 
treatment. 
The present chapter begins by recapping the findings from qualitative research 
conducted from the perspective of those with a history of an ED. The aims and objectives of 
the present study are then described. The methods employed are explained, including the way 
in which the interviews were conducted, and details about the participants involved are 
outlined. Next, the data analysis undertaken is described and the results are presented. 
Finally, the findings are discussed in reference to the aims and objectives, and existing 
literature, and the strengths, limitations and implications of the study are set out. 
 
5.1.1 Key Findings from the Qualitative Literature 
The existing qualitative research focusing on a person’s perceptions of the causes of 
their ED (reviewed in Chapter 3) has identified a range of psychological and social factors, 
which are summarised here. The most commonly perceived psychological causes identified 
through qualitative research were: a need for control (Button & Warren, 2001; D’Abundo & 
Chally, 2004; Dignon et al., 2006; Fox & Diab, 2015; Patching & Lawler, 2009; Redenbach 
& Lawler, 2003; Rossotto et al., 1996), low self-esteem (Dignon et al., 2006; Gulliksen et al., 
2017; Lacey et al., 1986; Redenbach & Lawler, 2003; Rossotto et al., 1996; Tozzi et al., 
2002), perfectionism (Granek, 2007; Gulliksen et al., 2017; Rossotto et al., 1996; Tozzi et al., 
2002) and having difficulty managing emotions (Fox & Diab, 2015; Rossotto et al., 1996). 
The most common findings in relation to social or environmental causes were: sexual abuse 
(Dignon et al., 2006; Granek, 2007; Lacey et al., 1986; Rossotto et al., 1996; Tozzi et al., 
2002), a poor relationship with or bullying by peers (Hsu et al., 1992; Lacey et al., 1986; 
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Nilsson et al., 2007) and a poor relationship with parents (Hsu et al., 1992; Rossotto et al., 
1996).  
A small number of studies have explored maintenance factors from the perspective of 
participants with lived experience. Similar to the etiological findings, using their ED as a way 
of coping with emotional distress (Gulliksen et al., 2017; Jenkins & Ogden, 2012; Lacey et 
al., 1986; Rossotto et al., 1996) and as a means of feeling in control (Button & Warren, 2001; 
Rossotto et al., 1996) were frequently identified as maintenance factors. Media portrayals of 
the thin-ideal body type were perceived as reinforcing disordered eating behaviours (Dignon 
et al., 2006; Redenbach & Lawler, 2003). In AN specifically, the ability to restrict was 
perceived as increasing self-confidence through a sense of achievement (Gulliksen et al., 
2017), but further diagnostic differences were not ascertained. 
The most frequently discussed topics within qualitative research investigating client 
views on treatment were the importance of the therapeutic relationship, the characteristics of 
the therapist, and concern that there is an overemphasis on food and weight rather than 
psychological support (e.g. Beresin et al., 1989; Rance et al., 2017b; Rorty et al., 1993; 
Tierney, 2008). Having strong social support was the most commonly identified aid by 
participants for ongoing recovery, following or separate from treatment (e.g. D’Abundo & 
Chally, 2004; Federici & Kaplan, 2008; Nilsson & Hagglof, 2006; Pettersen & Rosenvinge, 
2002; Tozzi et al., 2002). 
As demonstrated in Chapter 3, qualitative research with women with lived experience 
of an ED is limited. Furthermore, several gaps have been identified. Of the research that has 
been conducted, etiology and/or maintenance have mostly been considered separately to 
treatment, rather than considering the whole experience of an ED holistically. This separation 
means the ability to draw links between the factors that an individual perceives to be causing 
or maintaining their disorder and what they find helpful in treatment is lost. Additionally, no 
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qualitative research was identified that compared the views of participants within different 
ED diagnostic groups (AN, BN and BED) to ascertain whether there might be important 
differences that may also have implications for variations in treatment. Yet, as established in 
Chapter 3, quantitative research has suggested there are diagnostic differences in causal 
factors, such as body dissatisfaction (Bulik et al., 1995; Fassino et al., 2004) and sexual abuse 
(Waller, 1991). 
 
5.1.2 Aim and Objectives 
While both studies shared the same core aim of the overall project, the purpose of the 
present study varied from the quantitative study in several ways that broadened the scope of 
the overall research project. By collecting an in-depth account of each individual’s 
experiences and motivations relating to their ED, the focus of the study extended beyond 
causal and recovery factors to also include perceived maintenance factors and unhelpful 
experiences in treatment. Furthermore, recovery status was determined using the four survey 
options rather than two categories, to allow comparisons to be made among recovery stages. 
The aim of the qualitative study, therefore, was to gain a better understanding of the 
experiences, motivations and views of a sample of women with lived experience of an ED, 
particularly relating to the onset, maintenance, treatment and recovery of their disorder. The 
aim was broken down into four objectives: 
1. To explore the factors participants perceived to have caused and/or maintained 
their ED. 
2. To explore the experiences participants had with treatment, and the factors they 
perceived as helpful and unhelpful for improvement and recovery. 
3. To investigate any differences in the views or experiences of participants at 
different stages of recovery. 
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All of the participants in this qualitative study had previously completed the online 
survey that is also part of this thesis. The recruitment for and results of that survey were 
described in Chapter 4. At the end of the survey there was an optional question asking for the 
participant to provide their contact details if they were willing to take part in any further 
research. Initially, all the eligible participants who completed the survey and provided contact 
details were informed of the interview and asked if they were interested in participating. 
The sample size required for qualitative research is dependent on the quality of the 
data, that is, if rich data is received from each participant then fewer will be needed (Braun & 
Clarke, 2013). Guest et al. (2006) suggested research that aims to investigate the experiences 
of participants rather than to achieve statistical generalisability may suffice with a sample as 
small as 12 interviews. In this study the concept of data saturation was used to guide the 
number of interviews conducted for participants in each of the diagnostic categories. Data 
saturation refers to the point at which the data collected no longer provides new information 
that further develops the findings, but a single process for how to achieve this point has not 
been established (Francis et al., 2010) due to the huge variations in research designs and 
study topics (Fusch & Ness, 2015). In the present study, data saturation was considered to 
have been reached when two consecutive interviews were conducted in which no topics were 
discussed that varied substantially from those already identified in prior interviews. 
 
5.2.2 Interview Schedule 
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As discussed in Chapter 2, critical realism holds the position that experiences 
influence and shape our interpretation and perception of reality, and our construction of our 
own ‘social reality’. Thus it was anticipated that, in this study, each individual would identify 
different experiences and hold different views on causes, maintenance, treatment and 
recovery relating to their ED. A method was required that allowed each participant to share 
their own personal and nuanced narrative. 
An individual, semi-structured interview was conducted with each participant. This 
method enabled a detailed understanding of each individuals’ perspective and experiences, 
which was important when researching a phenomenon in which awareness of the context of 
each persons’ personal circumstances is needed (Ritchie & Lewis, 2003). Individual 
interviews are considered to be a preferred method for sensitive topics as they offer privacy 
and can be responsive to the individual (Lewis, 2003). A semi-structured approach was taken 
as it provided open space for the participants to engage in personal narratives and discuss 
new or unexpected matters, while also ensuring enough structure for the research questions to 
be addressed (Galletta, 2013). The full interview schedule can be found in Appendix H. 
The interview schedule was flexible to ensure that each interview covered the same 
core topics, as well as those topics initiated by the participant. The schedule consisted of 
open-ended questions: what their experience of their ED had been, what they thought caused 
their ED and why it was maintained, their experience of treatment, and their experience of 
recovery. There was also a question about the impact of their ED, which pertained to the 
larger COSTS Study rather than this thesis. Under each question there were a series of 
prompts to be used, if required, to elicit further information. The first question was always 
the same, but the remaining questions were not always asked in the same order to ensure a 
natural flow. Additional, spontaneous questions were asked in response to the narratives 
participants gave. The use of yes or no answer questions was kept to a minimum. The 
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wording of prompts was carefully considered to avoid leading questions, and linked to what 
the participant had previously said. For instance, rather than asking “did you have low self-
esteem?”, a participant was asked, “you mentioned not feeling good enough, what would you 
say your self-esteem would have been like throughout?”. As suggested by Braun and Clarke 
(2013), a ‘clean up question’ was used at the end of each interview, such as “is there anything 
else that we haven’t talked about that you think is important to mention?” This ensured that 
participants were not restricted to only discussing topics that were asked about directly.  
 
5.2.3 Procedure 
5.2.3.1 Prior to the Interview 
It has been suggested that semi-structured interviews should be conducted face-to-
face rather than over the telephone in order to be effective, due to the interactive and flexible 
environment needed (Legard et al., 2003). It is suggested a lower level of rapport is built over 
the telephone, as interviews were found to be shorter with less collaboration between the 
interviewee and researcher compared with a face-to-face setting (Irvine et al., 2013). 
Although not being in a shared space can limit some interactions, real-time online video 
communication tools allow access to participants who would not otherwise have been able to 
take part, and have been found to yield similar levels of rapport and quality of data as in-
person interviews (Deakin & Wakefield, 2013). Oates (2015) concluded Skype to be a viable 
alternative to face-to-face interviews that allows interviewees to be relaxed in the comfort of 
their own home. 
To maximise rapport with the participants in the present study, effort was made to 
complete as many interviews in person as possible. For situations when meeting in person 
was not feasible because of geographical location, interviews were conducted over Skype and 
Facetime. Ten interviews were carried out in person in Christchurch, two were conducted in 
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person in Auckland, five were carried out over Skype and one was conducted using Facetime. 
No differences in the quality of the interview data were evident based on the means of data 
collection. Interviews in Christchurch were conducted in a private office in the Department of 
Psychology on the University of Canterbury campus. Interviews carried out remotely were 
conducted from the same office to maintain a quiet environment. Interviews in Auckland 
took place in a private room at the University of Auckland’s Department of Psychological 
Medicine.  
Building rapport and trust with participants is extremely important, and begins 
immediately at the first meeting (Legard et al., 2003). Thus, before beginning each interview 
in this study, the interaction began by thanking the participant for coming, personal 
introductions and beginning an informal conversation to set a relaxed and friendly 
atmosphere. Participants were then provided with the information sheet and consent form (a 
copy of which can be found in Appendix I). By signing the consent form they also gave 
permission to have the interview audio recorded. Audio recording was chosen over visual 
recording to protect anonymity. Questions to the interviewer were answered with honesty but 
no personal opinions were expressed to avoid influencing participant responses during the 
interview. Participants were advised that any identifiable information would be removed 
from the interview transcripts and only small unidentifiable quotes would be published, that 
they were to treat the interview as a separate entity to the survey, and that this was an 
opportunity for them to tell their story so it would be open for them to do most of the talking. 
 
5.2.3.2 Data Collection Process 
All interviews were audio recorded using a Sony IC Recorder PX470. Audio 
recording is recommended as best practice for semi-structured interviews as it ensures the 
participants’ own words are captured in their natural form (Legard et al., 2003). Trying to 
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make notes loses rapport through loss of eye contact and not engaging directly and does not 
capture as much rich data (Braun & Clarke, 2013). The interviews ranged from 20 minutes 38 
seconds to 1 hour 54 minutes 22 seconds, with an average length of 54 minutes 38 seconds. 
During the process, notes were made as a personal reminder of any points for which 
further elaboration or clarification was desired, and of any meaningful hand gestures or 
changes in body language that would not be captured by the audio recording. Active listening 
cues were utilised to show interest and to encourage them to continue where appropriate. 
Several moments silence were also left before moving on to the next question to ensure that 
the participant had finished speaking and to encourage her to continue if there was anything 
else she wanted to add. Participants expanded on their points numerous times, showing it to 
be effective. If there appeared to be something of a sensitive nature touched on early in the 
interview, a note was made to return to that topic later, once stronger rapport had been built.  
A small number of participants became tearful during the interview, which was 
anticipated as a possibility. As advised by Braun and Clarke (2013), they were given time to 
express their emotions, rather than the interviewer becoming overly anxious and trying to 
stop the interview. Each time this occurred, once a moment had passed, the women continued 
to tell their experience without the need to confirm if they were okay to continue. No 
participants showed signs of distress on conclusion of the interview and several participants 
advised that they found sharing their views a helpful experience. Once the interview was 
complete, all participants were thanked for their time and involvement and those who had 
travelled were reimbursed with a $30 fuel voucher.  
 
5.2.3.3 Transcription 
The files were transcribed verbatim by the researcher (RW) and the documents were 
password protected. The transcription process involved producing as thorough an account of 
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the interview as possible, including stutters, pauses, non-semantic sounds, emphases on 
particular words, changes in pitch, tone and volume, and changes in body language or 
gestures that had been noted down. Any identifiable information, such as names and job 
titles, was removed and substituted with a general note of what the information referred to so 
that the meaning was still clear. Once the transcriptions were completed, the participants who 
advised on their consent form that they would like a copy of their transcript were contacted to 
confirm their preferred format. The participants who requested their transcript be password 
protected were texted the password separately for additional security. All participants were 
requested to advise if there were any inaccuracies of fact by a certain date. No changes were 
requested. Each transcription was assigned a pseudonym using an online random name 
generator, unless the participant requested a certain name, to maintain anonymity whilst 
stressing the personal nature of her experience. 
 
5.2.4 Data Analysis 
5.2.4.1 Ontological Considerations 
From a critical realist position, being aware of the role of the researcher throughout 
data analysis is vital, as the findings are the researcher’s interpretations of the participants’ 
perceptions (Danermark et al., 2005). As humans, researchers are influenced by their own 
experiences and understanding of the world (Clarke & Braun, 2018; Snape & Spencer, 2003) 
and there is a risk that researchers will project their own views when analysing the data, 
particularly when the data is ambiguous (Boyatzis, 1998). Reflexivity means the researcher 
paying close attention to their own views and experiences and how their choices could be 
influenced, and monitoring it closely to minimise any possible impact (Berger, 2015). This 
was particularly important to consider when making decisions, and began prior to analysis. 
As previously explained, the researcher began informal conversations with participants prior 
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starting the interview. In addition to creating a relaxed atmosphere, this sought to minimise 
any perceived power imbalance. During the interviews, participants were encouraged to do 
most of the talking and to guide the conversation. Information about whether the researcher 
had a history of an ED was not disclosed to try and minimise participants’ assumptions about 
the researcher’s level of understanding. Attempts were made to approach each interview 
without any expectations based on previous interviews. Being reflexive also involves 
acknowledging that factors such as age and gender may have influenced interview responses 
and how comfortable participants felt sharing information (Berger, 2015).  It is not possible 
to create a research design that can control all potential influencers (Danermark et al., 2005). 
Throughout the analysis, analytic memos were kept to document thoughts and 
reasoning, as part of the reflexive process. Furthermore, peer consultation was carried out at 
two different stages of the analysis, the process of which is described in more detail in the 
next section. Also, each theme is presented using direct quotes from participants, to allow the 
reader to see the data from which interpretations were made and whether or not they would 
infer the same. 
 
5.2.4.2 Reflexive Thematic Analysis 
Thematic analysis covers a range of approaches to analysing qualitative data by 
identifying themes; more recently a version entitled reflexive thematic analysis was 
established by critical psychologists Braun and Clarke (2006). The method has commonly 
been used within psychological research to analyse interview data from clients about their 
experiences of counselling and psychotherapy (Clarke & Braun, 2018). As a method that can 
both reflect the observable reality and be used to investigate that which is occurring beyond 
the surface, reflexive thematic analysis is flexible to fit within different philosophical 
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positions, including critical realism (Braun & Clarke, 2006). Braun and Clarke (2006) set out 
the six steps for conducting thematic analysis that were followed in this study: 
1. Familiarising yourself with the data; 
2. Generating initial codes; 
3. Searching for themes; 
4. Reviewing themes; 
5. Defining and naming themes; and 
6. Producing the report. 
The first stage of becoming familiar with the data began when transcribing the 
interviews. Formal analysis began by listening to each audio file again whilst reading the 
associated transcript. Accuracy was then checked whilst concurrently being reminded of each 
interview and beginning to be immersed in the data, before carrying out the initial coding. A 
code is a word or phrase used to label a piece of data that captures the essence of that data 
and how it may be of use in answering the research question (De Santis & Ugarriza, 2000). It 
is accepted in the field of qualitative research that there is no single best way to code data 
(Saldana, 2009). The data-driven method of thematic analysis was used, deriving the codes 
solely from the content of the data without considering prior expectations from the literature, 
but stopping short of bracketing, an approach that encourages the reader to set aside all pre-
existing knowledge.  
As recommended by Saldana (2009), two cycles of initial coding were carried out. 
Firstly, manual coding was conducted using a pencil and paper by handwriting codes in the 
margins. As coding is interpretative, the process of coding previous transcripts can affect 
future coding decisions (Saldana, 2009). This possible influence is one of the reasons why a 
second cycle of initial coding was carried out. Each transcript was revisited by importing it 
into NVivo, a computer assisted data analysis software package that aids in the management 
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of qualitative data by supporting rather than conducting the analytical process (Zamawe, 
2015). A list of all the codes from the first cycle was used during the second cycle to see if 
any were very similar and could be merged. 
As an interpretative method of data analysis, it is accepted that the codes generated 
from reflexive thematic analysis will vary dependent on the individual researcher. In line 
with Clarke and Braun (2018), a coding structure or codebook was not created as this goes 
against the research philosophy by implying that there is only one correct way of coding the 
data. Therefore, there was no measurement of coding reliability. It is however accepted that 
to ensure rigor in qualitative research, researcher subjectivity should be acknowledged and 
can be managed through reflexivity (previously discussed in this chapter) and seeking peer 
agreement (Morrow & Smith, 2000). Two transcripts were independently coded by a 
colleague, who was also a practicing clinician and so brought a different perspective. Both 
coded versions of each transcript were then compared to seek out any key differences in the 
codes chosen. Very minimal differences occurred and conversations took place about reasons 
for those few variations. These conversations did not result in changing any of the codes that 
had originally been generated, so it was agreed that additional cross-checking was not 
required. The whole process generated 67 codes, which can be found in Appendix J. 
The next stages involved searching for themes, reviewing the themes, and then 
naming them. The codes were grouped together based on those which had a commonality to 
generate potential themes. The process was repeated several times until the groupings best 
reflected the narratives of participants. Some codes were found to fit within two themes or 
were linked to codes under a different theme. To visualise how each of the codes and themes 
were related to one another, a mind map was created. A small number of codes that did not fit 
under any of the themes were left from further analysis as they were not integral to the story. 
The final themes were reviewed by three colleagues to establish a consensus and ensure rigor. 
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Once the report had been written for each theme, the name was revisited to ensure it captured 
the key message. 
 
5.2.4.3 Rigour in Qualitative Research 
 In their seminal work, Lincoln and Guba (1985) redefined the concept of rigour in 
qualitative research, determining that a different set of criteria is required to those used to 
address reliability and validity in quantitative research. They developed the alternative 
concept of ‘trustworthiness’ in qualitative research, consisting of: credibility (level of 
confidence in the findings), transferability (extent to which the findings are applicable in 
other contexts), dependability (extent to which findings are consistent or could be repeated), 
and confirmability (extent to which the findings are shaped by the participants rather than 
researcher bias). They proposed numerous techniques to incorporate these criteria into 
different methods, a number of which are present in the current research. Firstly, prolonged 
engagement is the process of spending enough time within the field to have an understanding 
of the central concepts. The researcher in the present study had completed a review of the 
background literature so had a level of understanding but further submersion in the topic may 
have increased preconceived ideas. Rather, focus was given to becoming familiar with the 
data prior to beginning the analysis by carrying out the transcription and listening back to the 
audio recordings before starting the initial coding. Secondly, peer debriefing is the concept of 
discussing ideas with peers to ensure they also perceive it relevant to the data. As previously 
described, this was achieved in the present study through multiple processes of peer 
consultation. Lincoln and Guba (1985) also emphasised the importance of reflexivity and 
triangulation, processes that are both discussed elsewhere in this thesis.  
 More recently, Morse et al. (2002) emphasised the importance of verification in 
qualitative research. The authors described the systematic checking, and confirming or 
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altering the research process, as central to ensuring rigour. The concept of investigator 
responsiveness (the flexibility of the researcher) is proposed as central to verification in 
qualitative research. In the present study, reflecting back on each interview following its 
conclusion to consider how the researcher’s words or presence may have influenced the 
interviewee, to learn for the next participant, and altering the grouping of codes multiple 
times to identify the key themes that best reflected the narratives of participants, 
demonstrates investigator responsiveness. Additionally, the thorough examination of deviant 
cases is a further validation strategy (Mays & Pope, 1995). Deviant cases were included 
within the present research, such as the discussion around one participant who reported that 
praise in treatment was unhelpful, which was contradictory to the majority of participants.  
 Furthermore, Braun and Clarke (2020), who established the method of analysis used 
here, stated that using the most appropriate method of data collection, data analysis and 
sample of participants are key to ensuring rigour in qualitative research. Thus, being 
transparent as to the methods used and the reasons for any decisions is central to 
demonstrating rigour. Throughout this chapter, clear explanations of the methods used in the 
present study, and the reasons why, are provided. 
 
5.3 Findings 
A total of 18 interviews were carried out, consisting of seven women with AN, seven 
women with BN and four women with BED. Details of participants can be viewed in Table 
15. Although many participants advised they had received a professional diagnosis, the 
diagnostic category was self-defined. The participants’ recovery status was determined by 
using their responses to the online survey. Recovery status varied across the three diagnostic 
groups. The average age of participants was 33.5 years, with a range from 16 – 51 years, 












Daniella AN Still have a significant ED but 
somewhat improved 
31 NZ European 
Pippa AN Still have a significant ED but 
somewhat improved 
18 NZ European and 
Other Ethnicity 
Tracey AN Still have a significant ED but 
somewhat improved 
19 NZ European 
Helen AN Some symptoms of the ED but overall 
much improved 
22 NZ European and 
Other Ethnicity 
Maddie AN Still have a significant ED but 
somewhat improved 
18 NZ European 
Jan BN Some symptoms of the ED but overall 
much improved 
42 Other Ethnicity 
Anika AN Still have a significant ED but 
somewhat improved 
16 NZ European and 
Maori 
Beth BN Some symptoms of the ED but overall 
much improved 
49 Other Ethnicity 
Kelly BED Still have a significant ED but 
somewhat improved 
43 NZ European and 
Other Ethnicity 
Zoe AN Some symptoms of the ED but overall 
much improved 
23 NZ European 
Kay BN Some symptoms of the ED but overall 
much improved 
47 NZ European 
Alice BED Still have a significant ED but 
somewhat improved 
48 NZ European 
Millie BN Still have a significant ED but 
somewhat improved 
23 NZ European 
Christina BN Recovered from the ED 51 NZ European 
Andrea BED Still have a significant ED but 
somewhat improved 
39 NZ European 
Miranda BN Still have a significant ED but 
somewhat improved 
23 NZ European 
Linda BN Some symptoms of the ED but overall 
much improved 
42 NZ European 




The women in this study had each been on their own individual journey and spoke of 
a range of different life experiences, starting in childhood through to their present day. While 
there were variations in their experiences and perceptions of their ED, there were also some 
distinct similarities. Seven themes were identified through the process of thematic analysis: 
perceptions of being in or out of control, “people always compliment you for losing weight”, 
difficulties in being one’s true self, judging oneself negatively in comparison to others, 
emotion regulation, misconceptions of what a ‘legitimate’ eating disorder looks like, and a 
change in perspective. A summary of the themes and the codes that constituted each theme is 
illustrated in Figure 1. The majority of the themes spanned across causes, maintenance, 
treatment and recovery, demonstrating the holistic nature of the participants’ experiences. In 
the next sections, each theme is described incorporating direct quotes from participants to 
illustrate the theme. The themes are not presented in order of hierarchy of importance or 
frequency, as no theme was determined to be more dominant than another. Rather, the order 
is consistent with the journey of the participants, i.e. with the themes that were more frequent 
during onset and maintenance presented first, followed by the themes that featured more 
heavily during treatment and then recovery (whilst accepting that, as previously stated, 




Figure 1: Summary of the seven themes and the codes that constituted each theme 
 
Note. Codes that were grouped together to form a theme are illustrated by a solid line. Links between codes are illustrated through the use of a 
dashed line. Codes that sit within multiple themes are underlined with a dashed line.  
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5.3.1 Theme 1 – Perceptions of Being In or Out of Control 
As discussed in Chapter 3, control is widely accepted as a causal and maintenance 
factor in AN in both qualitative and quantitative studies. AN is thought to address the need to 
control an aspect of life by generating perceptions of having some form of control, and 
weight gain represents a loss of that perceived control (Slade, 1982). It was evident that 
perceived levels of control had a central role in the experiences of participants in this study. 
They spoke about needing to feel they had power to influence their own lives, and their 
struggle with feeling out of control. The topic reoccurred throughout their recollections of 
their journeys, spanning the onset and maintenance of their disorder, and treatment and 
recovery. Participants focused on different aspects of control at different stages of their ED. 
Three sub-themes therefore were identified: ED as a means to increase perceived levels of 
control, being controlled by the ED – a maintenance factor or catalyst for recovery, and 
perceptions of control as an influence on engagement and success in treatment. 
 
5.3.1.1 ED as a Means to Increase Perceived Levels of Control 
Participants spoke of feeling like their life was out of their control and that food intake 
or weight was the only thing they had control over, consistent with other qualitative studies 
(e.g.Dignon et al., 2006; Redenbach & Lawler, 2003; Tozzi et al., 2002). High school was a 
particularly vulnerable time for the majority of study participants who described struggling to 
juggle an active social life, romantic relationships, studying and exams: “It became kind of a 
control thing because everything else was so hectic... the only thing... I really could have 
control over was my food” (Pippa). For some, the academic pressures were combined with an 
uncertainty over their future: “I didn’t know what I wanted to do when I left school. Yeah, 
probably just uncertainty and then wanting to get control back in my life” (Maddie). The need 
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to feel they had control over something was therefore perceived as contributing to the 
development of their ED. 
Several participants, all of whom had BN, explained how going through early puberty 
made them feel uncomfortable in their own skin as changes were happening to their body that 
were both uncontrollable and not yet happening to their peers. Whilst not being perceived as a 
direct cause, early puberty was described as intensifying feelings of a lack of control. This 
may provide some support for the conclusion that early menarche can be a risk factor for an 
ED when experienced in combination with other factors (Stice, 2002). Kay talked about her 
experience of early puberty and how, as her body shape changed, she began receiving 
attention from men that made her feel uncomfortable at such a young age. This left her feeling 
unhappy with her body, especially those parts that had changed: “I was always wanting– the 
fact that I couldn’t control what my body looked like, so there was a lot about control... just 
wanting to get rid of the boobs and the bum”. Although Kay described wanting to change her 
body, her emphasis was on the desire to regain control of both her appearance and the way 
people, in particular men, treated her. Dealing with the physical changes, and the social 
changes these bring, provides another dimension to the already established difficulties of 
adolescence. For those experiencing early puberty, it exacerbated the perceived need for 
control. Millie talked about her body changing and how her weight was the only aspect of 
herself she felt she could control: “You get your boobs earlier which are like fat ... so a little 
like oh you can’t change how you look but you can change your weight, you know, you can’t 
change your smartness but you can change your weight”. 
Feeling a lack of control and using the ED to try and regain some form of control was 
also triggered by traumatic events. Beth talked about wanting to regain control over her body 
and the situation after a difficult relationship with a much older boyfriend during her teens, 
which also caused conflict with her parents. Kelly experienced childhood sexual abuse, which 
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left her feeling out of control: “I think control’s a big deal and I think that also goes back to 
the abuse when I was literally out of control over my body, erm, and I felt out of control of 
my emotions too”. Several other participants also experienced abuse but they did not mention 
how it impacted on their perceived levels of personal control. Instead they talked about other 
effects, which will be discussed elsewhere as part of Theme 4, emotion regulation (section 
5.3.5). 
As well as life events causing a perception of not having any control, it was also 
believed by some participants that they had a particularly high need to feel in control. For 
example, Jan referred to her “personality” and said: 
 
I cannot deal with uncertainty, so I like to have things under control and make a plan 
A, B, C, D, E, F, G until, you know, just to make sure that things are going well, so 
that causes me quite a lot of stress... I feel tired or stressed... my food intake is 
something that I–I perceive that I could control. 
 
Overall, participants described having an intense need to feel in control, which was further 
enhanced by events and experiences such as puberty or abuse. Participants also described 
experiencing high levels of stress when things did not go as planned or felt out of control. 
Their need for control was believed by many to be a cause of their ED, and they described 
using their ED to increase their perception of being in control as a maintenance factor. 
 
5.3.1.2 Being Controlled by the ED – A Maintenance Factor or Catalyst for Recovery 
Despite using their ED to feel in control, several participants also described, after a 
period of time, having the realisation that they were not actually in control of their ED and, in 
fact, their ED was controlling them. Patching and Lawler (2009) described the initial sense of 
having some control being lost to the disorder. Similarly, study participants spoke of 
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admitting that their ED was a false perception of control as a catalyst for beginning the 
recovery journey, for example Millie said: 
 
You think you have all this control but you actually have no control. I think that’s the 
scariest realisation to come to is that you think that you’re the one making the 
decisions and choices and stuff, when really you are just pretty much a body and like 
your mind is just owned by someone else. 
 
Whilst Millie’s recognition that her BN represented a loss of control was important in 
embracing recovery, as was the case with several others, some participants were aware of 
their lack of control but perceived this as a reason why they their ED was maintained. Andrea 
and Alice, both of whom considered themselves as still suffering from BED, described feeling 
like a different person takes over their body and being unable to control it: 
 
So I see them as two separate things and once this binge eating takes over there’s no- 
there’s no- I haven’t learned to control it... it’s almost like I’m tripping out... It’s a 
bizarre feeling, that I’m such a logical person and I even understand what’s happening 
to me yet after all these years I haven’t got the tools to stop it. (Alice). 
 
I don’t want it and I’m saying to myself in my head ‘no!’, you know, that internal 
battle that is ‘no... stop! This is disgusting, I don’t want this’... it’s like someone takes 
over my own body. I just compulsively cannot stop until I’m literally like, I’m sick. 
(Andrea). 
 
Andrea went on to talk about how feeling out of control with her ED and, in turn, losing 
control of how other people viewed her, intensified her feelings of being out of control. This 
culminated in Andrea’s attempted suicide. For several others, recognising their intensive need 
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for control and the associated stress, and learning to accept that they could not be in control of 
everything, was an important part of recovery. For example, Catherine explained: 
 
In terms of wanting to control everyone around me, how they act, how they do what 
they do, and in my circumstances just life in general, none of that is in my control and 
I have to accept that. If I accept that then life’s a lot easier. 
 
5.3.1.3 Perceptions of Control as an Influence on Engagement and Success in Treatment 
Treatments in which participants were not listened to, kept informed or involved in 
decisions were perceived as unhelpful as they increased feelings of not having control. Zoe 
and Maddie, for example, struggled with family therapy as they felt their parents were overly 
involved in the treatment and decision making: “I didn’t really like that because it was my 
mum and dad and they were like in charge and, I don’t know, I didn’t feel like I was in charge 
of my own recovery” (Maddie). Maddie already felt her parents had pushed her life in a 
direction she was unhappy with and she believed that may have been a contributing factor in 
causing her AN, and their over-involvement led to conflict rather than support. Jan, who, as 
previously explained, has difficulty coping with uncertainty and likes to plan, found a 
psychologist who didn’t explain his reasons so unhelpful that she quit attending the sessions: 
 
I never understood why he was doing what he was doing... I think the fact that he 
didn’t mention a specific plan or what was his idea, it made things hard for me... if he 
explained it then probably I would just go along with what he was trying. 
 
While Maddie, Zoe and Jan’s experiences of not feeling in control of their own 
treatment adversely impacted on their willingness to engage, Pippa felt that her experience 




Everyone was talking about me, like my parents, the psychologist, like all talking 
about me but weren’t listening to anything I had to say... it’s like I don’t–I don’t 
wanna [sic] be controlled in that way... it just made me– the anorexia... it made it feel 
like it just took a hold of me even more. . . they just sort of like pushed things onto me 
which I had no control over... and it–it meant that that’s why I then wanted to control 
my food. 
 
In addition to the issues of control challenging the dynamic between participants and 
their therapist, heavily structured aspects of inpatient treatment were perceived to be 
problematic. During inpatient treatment, unless being tube fed, participants spoke about how 
meals were served at specific times every day, often four or five times a day, and being 
expected to eat precise portion sizes with very limited choice in the food they were given. 
Although they understood this was to ensure enough calories were being consumed, several 
participants felt that having too much structure around mealtimes was unhelpful as it echoed 
their experience of AN: “It’s all measured, which is good but they’re very focused on how 
much everything is... everything is measured exactly, perfectly, and nothing is out of line and 
that- that itself is a bit eating disorder like, you know?” (Tracey), and BN: “It was the same 
thing as the binging and purging cycle where you have an hour to eat, you know, like you are 
not eating when you’re hungry, you are eating like on this strict schedule” (Beth). While 
institutional structures are designed to achieve weight gain, participants were critical of their 
effectiveness as a tool for long-term recovery. For some with AN, they voiced concerns that 
institutionalisation did not adequately prepare them to organise their own meals or eat without 
being supervised after discharge.  
To summarise, perceptions of personal control was a recurring theme throughout the 
participants’ journeys, whether they had AN, BN, or BED. Participants reported feeling a lack 
of control, particularly during high school (with academic demands, social pressures and, for 
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some, early puberty) and after experiencing abuse. AN and BN helped to feel some form of 
control. Already struggling with perceptions of being out of control meant treatment in which 
participants didn’t feel in charge of their own recovery was perceived as unhelpful, and 
treatment that was too strict and measured around food was perceived as reinforcing 
behaviours associated with AN and BN. Realising they were experiencing a false perception 
of control, and that they were actually being controlled by their disorder, acted as a catalyst 
for recovery for some. For others with BED, at the time of the interview they felt unable to 
break out from the control their ED had over them. 
 
5.3.2 Theme 2 – “People Always Compliment You for Losing Weight” 
Previous quantitative research has found negative comments about ones appearance 
are associated with body dissatisfaction (Sweetingham & Waller, 2008), but study 
participants also spoke about the impacts that positive comments had on them throughout 
their ED. Participants noted that compliments were received on appearance, particularly 
weight loss, which they perceived to have influenced the onset and maintenance of their ED. 
Opinions surrounding the usefulness of compliments during treatment were also discussed. 
Several participants reported losing weight prior to the onset of their ED and 
receiving compliments for doing so. Receiving compliments on their weight loss had a 
number of impacts for participants, which they believed contributed to causing their ED. 
Firstly, participants described compliments as a form of positive reinforcement, encouraging 
them to continue or increase their behaviours. Kay associated getting compliments with being 
liked and began to take her behaviours to the “extreme” in order to keep receiving them: 
 
I lost quite a bit of weight and everyone commented on how wonderful I was and 
from then on it was just extreme. Extreme diets. And I would lose, you know, I would 
be around 50 kilos and 164-165 centimetres so still within a slightly healthy range but 
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I was hooked on people telling me I looked good and I thought that’s the only way 
I’m going to get people to like me. 
 
Similarly, Millie enjoyed receiving praise on her weight loss at first, but she went on to 
explain how the comments fuelled her beliefs about the way people should look:  
 
At first it was sort of like the weight comments were like ‘oh you look good you’ve 
lost weight’ which people stupidly say in this day and age, erm, and I was kind of like 
‘cool’, I kind of liked those comments like at first... It reinforces that like skinny is 
good, fat is bad, this is how you should be. 
 
Focusing on weight loss when evaluating appearance was seen to reinforce the thin-
ideal body type, as “people always compliment you for losing weight, no-one ever 
compliments you for looking good if you are carrying 20 kilos extra” (Alice). Receiving 
compliments on weight loss was internalised by some as proof that people monitor the weight 
of others and have expectations of what it should be. They then felt pressure to meet those 
expectations, as Helen explained:  
 
You get all this influx of information from everyone around you being like ‘wow 
you’re smaller’ and you’re like actually no wait, people do notice and so I need to be 
careful and I need to like make sure I live up to that standard. 
 
For some, the belief that people pay close attention to changes in weight was 
perceived as a reason their behaviours intensified to become an ED, and for others it led to a 
fear of weight gain that maintained an already developed disorder. Positive comments 
focusing on the body, not just following weight loss, were linked to feeling pressure to 
maintain the thin ideal figure. This is similar to the complimentary weightism phenomenon, 
in which positive comments increase body dissatisfaction for women as they demonstrate 
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being valued based on appearance (Calogero et al., 2009). Pippa spoke of feeling as though 
she had been placed on a pedestal and how that impacted on her:  
 
I’ve always had ... people a lot coming up to me being like ‘ah my god you have such 
a perfect body’ like ‘ah I wish I looked like you’... put me on a stand almost... and 
then it started to get to me that like I ... needed to be this sort of certain way for 
people. 
 
Pippa described a perceived pressure to maintain the appearance that people had become 
accustomed to, reflecting Helen’s previous comments of feeling she needed to live up to 
perceived expectations. There was also a suggestion that there was a fear of negative 
repercussions should they fail to reach or maintain these standards. 
From a different perspective, Alice described the effects compliments had on her and 
how that maintained her BED. She speculated that the positive feelings triggered by receiving 
a compliment may enhance a sense of loneliness: “maybe when I’m really happy and 
someone will pay me a compliment, because I don’t have anyone... because I don’t have a 
partner and I don’t get to share that with anyone, I go for comfort and food again” (Alice). 
This touches on a link between food and comfort, which is expanded upon in section 5.3.5.  
Alice also referred to “self-sabotage”, believing that when she has been eating 
healthily her ED takes over. Similar to the idea of self-sabotage, Zoe talked about receiving 
praise during treatment and how that maintained her AN:  
 
I think sometimes when I did try to get better I didn’t like ... a lot of praise, like a 
huge amount of praise didn’t do me well. I like- I mean yes acknowledge that it 
happened but if people are overreacting like ‘oh that’s awesome!’ too much it freaks 
me out that I’m doing too well and that fired the eating disorder back up and things. I 




Others disagreed with Zoe, believing that they respond well to receiving praise and 
encouragement in their lives, such as Danielle: “at work I need praise and I just don’t get that 
so I feel like something’s missing, like at [previous employer] they always used to tell me 
how amazing I was”. It was suggested by Jan that different personalities need to be addressed 
in different ways during treatment to achieve the highest level of effectiveness: “I got a tough 
person and encouragement and–and–and that gave me the information I needed in the way I–
I require for my personality”. Pippa described herself as a perfectionist and believed that to 
be why she would have responded well to compliments during treatment: 
 
[I]t should focus I think a lot more on like, actually the things you are achieving... 
because I mean that is a thing that a lot of people with eating disorders have, they are 
perfectionists and overachievers, so therefore if you make it more into a thing where 
this is something that you’re achieving and you’re doing really well... that would so 
much more play into the tendency of people. 
 
Many participants referred to themselves as being a perfectionist as part of their 
identity. For example, Maddie said: “I’m quite a perfectionist, like quite rigid black and white 
thinking, just quite driven and determined”, and Jan explained: “I am an over-achiever, I’m a 
perfectionist”. Participants noted that being a perfectionist meant “setting really hard 
expectations” (Millie) and “a lot of pressure” (Miranda) to achieve, which they perceived to 
be a cause of their ED, in line with previous research (e.g.Egan et al., 2011; Granek, 2007; 
Nilsson et al., 2007; Rossotto et al., 1996; Tozzi et al., 2002).  
Pippa explained that being a perfectionist meant a need to feel a sense of achievement 
and a sensitivity to criticism, as perfectionists “are people who feel quite quickly sensitive of 
feeling like they are doing things wrong”. Therefore, receiving compliments during treatment 
could also help to limit any feeling of failing, and reduce thoughts that it may be “easier to 
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just perfect anorexia”. One way to limit the risk of feeling like they were failing in treatment, 
as discussed by Helen, was to select approaches based on the individual’s experience:  
 
Some of the breathing techniques and the meditative approaches that we did, rather 
than feeling like I was going into something new, I was going into something familiar 
that I have already touched on before and so it kind of gave me that, erm, bit of 
confidence that at least this is one thing that I know I can kind of do. 
 
In summary, compliments about weight loss and physique were perceived to be 
involved in causing EDs by acting as a form of positive reinforcement of initial ED 
behaviours, promoting the thin-ideal body type, and suggesting that people notice changes in 
weight and evaluate others based upon it. Furthermore, increased pressure to meet 
expectations and self-sabotage on receipt of a compliment were seen as maintenance factors. 
In treatment, compliments were seen to risk triggering ED behaviours for some but were 
helpful for others by addressing their need to achieve due to perfectionism. 
 
5.3.3 Theme 3 – Difficulties in Being One’s True Self 
Participants spoke about the difficulties they faced in being themselves, either due to 
uncertainty over their own identity or a fear of what would happen if they expressed their true 
self. They discussed how this struggle to show their true self to friends, family, and 
professionals impacted upon their ability to access support and engage in treatment, therefore 
maintaining their ED.  
A fear of abandonment was evident across the majority of participants. They 
explained feeling like they were unable to be themselves due to a fear that it would result in 




I don’t think as a small child that I truly believed that they loved me unconditionally 
which I guess always made me feel I could be abandoned... so I was quite controlled 
around my behaviours to a certain degree as well because part of me just thought if I 
do that they’ll abandon me... that sense of self-identity I think was really connected 
to... what I wrongly perceived would be necessary for me to be okay.  
 
Like Linda, other participants talked about how their fear of abandonment impacted 
on their behaviour, and the negative feelings towards themselves that underpinned their 
concerns. Many spoke of constantly needing to please everyone, for example, Andrea said: “I 
had these two tapes that run in my head. The first would be you’re not good enough... and the 
second one would be you must please everybody and make sure everybody is happy so that 
they don’t leave you”. Christina also described not feeling good enough: 
 
I think that was a big thing, just not feeling (pause) not feeling I could be part of a–a 
group or a community, not feeling I would fit in, not feeling comfortable, not feeling 
that I was interesting enough or that people would like me for being just myself.  
 
Rather than perceiving these fears to be a direct cause of their EDs, participants spoke 
about how their responses adversely impacted on their overall wellbeing. Behaving in a way 
to try to fit in and please people often led to putting the needs of others before their own, 
which meant neglecting their own self-care: 
 
I kind of like constantly feel like I need to always be there for everyone, I like always 
needed to, you know, if a friend was in need like I’d always need to be there for them 
so it meant I’d often put my friends, my family, my schooling, everything in front of 




Pippa described how considering the needs and feelings of others meant she experienced “a 
lot of guilt” for being “the reason for someone else suffering”, leading her to refrain from 
asking for support. Some participants found it difficult to be open with others for fear that 
they would let people down, for example, Kay explained: “I am a people pleaser... so my 
personality... I’d feel like I’d let them down if they were thinking that about me and then 
realised I wasn’t that”. Others were afraid that being open with people made them vulnerable 
to hurt: “at no time would I allow myself to feel vulnerable, to allow people to know what 
was really happening with me” (Andrea). Not feeling able to open up to people was also 
perceived to cause difficulties in relationships: “my belief is that I found it very difficult to, 
erm, to let myself be vulnerable in relationships... I–I guess I was scared of being, erm, 
rejected” (Christina). Finally, there were also concerns amongst participants that sharing their 
emotions and asking for support would make them an emotional burden to others. Helen 
explained: “I’m more than willing to help others but when it comes to helping myself I’m 
very hyper aware of how my situation can impact on other people, how it can make them 
feel”. Participants, therefore, struggled to share their feelings with others and ask for help, 
allowing their ED to continue. 
Having a fear of abandonment and not wanting to be an emotional burden also 
impacted upon responsiveness to treatment. Speaking of her counsellor, Helen said that it was 
important to her that “she provided me with a space [in] which I knew I could say anything I 
wanted and not be worried about emotional consequences on other people”. Similarly, Millie 
explained “because it’s their job they can’t– like you can’t be a burden to them”. It was 
important to participants to feel able to show their true self when receiving specialist support: 
 
Once I found the right counsellor that-that definitely helped me because she in fact in 
some ways, ahh, she was perhaps my initial realisation, albeit therapeutically, [that 
 
 162 
someone could] love me unconditionally, because I showed her some pretty dark 
sides... I showed her dark sides of myself and she didn’t go anywhere. (Linda). 
 
Participants described the importance of a good therapeutic relationship, supporting the 
findings of existing qualitative interview studies (e.g. Button & Warren, 2001; Fox & Diab, 
2015), including building a connection that allowed them to be open without fearing 
judgement or rejection. Millie again referred to that underlying fear that she could be 
abandoned: “99 per cent of the time you feel stable, that they’re not going to leave you, and I 
think that’s a really nice feeling that you have that bond”. Trust was an important factor in 
establishing a relationship, and something that took time to build: “it took a very long time 
for me to trust and be comfortable” (Helen). 
In addition to hiding their true self from others, some participants talked about 
struggling to know their own identity at all. Christina talked of having “a lot of uncertainty 
over myself”, Daniella referred to herself as “just a nothing” and Linda recalled not viewing 
herself as a person: “it wasn’t through a confidence thing, it was almost just through a 
complete negation of self and that I was a body, that I was a woman”. A small number of 
participants discussed AN in relation to their identity. Mirroring the findings of Weaver 
(2005), they went on to describe how, once they were ill, they thought their AN was 
maintained as it became a sense of identity for them. Zoe said: “I think part of it was I didn’t 
know what or who I was or what to do without it”, and Tracey explained: “I was scared to let 
it go. It’s something that you hold on to and it’s just like this is me now and it kind of 
becomes your personality”. For some, developing a stronger sense of self was perceived to be 
a significant factor in their recovery. Christina perceived “starting life”, knowing who she 
was and how she fitted into the world, and the subsequent increase in her self-confidence, as 




I’ve got heaps of self-esteem now, I– yeah, completely different person in that regard. 
I have a lot of confidence in myself and in my place in the world... without a shadow 
of a doubt... becoming a confident person was a huge part of my recovery”. 
 
To summarise, throughout their lives participants described struggling to be their true 
self, for fear of not fitting in, being abandoned, uncertainty over who they were, not feeling 
good enough or a negation of any self-worth. Participants went on to explain how they 
focused on trying to please everyone and constantly putting the needs of others before their 
own, resulting in neglecting self-care and maintaining their ED. It was therefore important to 
participants that they were able to establish a trusting therapeutic relationship in which they 
felt they could show their true self without being a burden or being abandoned. A small 
number of participants believed their ED was maintained as it had become their identity, 
which made it hard to give up. An increase in self-confidence and sense of self was seen as 
helpful for recovery. 
 
5.3.4 Theme 4 – Judging Oneself Negatively in Comparison to Others 
Participants spoke of having a tendency to constantly compare themselves and their 
lives to other people. They discussed the ways in which they thought judging themselves 
against friends, women they see, media images and peers had impacted upon their ED 
behaviour, including onset, maintenance and recovery. 
Daniella explained that, in her eyes, “everything is always grass greener on the other 
side”, mirroring the majority of participants who viewed themselves negatively compared 
with others. Kay explained that when she looks at other people “it’s always a strength-based” 
approach rather than looking for faults in others, but she will then judge herself negatively 
against them. Focusing on appearance, Alice also talked about how she would critique herself 
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but not others: “that’s the least important thing in the world, how you look, and I would never 
judge anyone on how they look, yet I judge myself on how I look”.  
When discussing the way they would compare themselves to others, the majority of 
participants specifically focused on their body size and shape. Daniella spoke of looking 
through magazines at female celebrities and Tracey described how she started looking at 
videos and images of women online, as well as girls she knew. She explained that she aspired 
to look like them, saying of one online video celebrity: “she looks so happy, she looks so 
healthy, she looks really good, I want to be like that”. She focused on a drive for happiness, 
referring to several girls as “skinny” and perceiving being thinner as being happier. Similarly, 
Millie voiced concern that believing there is an association between weight and happiness 
may be a causal factor in the onset of EDs, and that media imagery may be “selling that idea 
that skinniness is happiness”. Many participants believed women who were slimmer than 
them appeared happier and that if they looked more like these women, their happiness would 
increase too. Their eating behaviours, therefore, were initially intended to have a positive 
function but this anticipated happiness was never described as being achieved.  
While Daniella and Tracey sought out imagery to compare themselves to, most 
participants who discussed media influence spoke of being exposed to or “bombarded by... 
images that are not really attainable” (Christina) within everyday media. There were 
opposing views on the current level of media influence. Millie considered the impact to be 
strong for her generation as she has “grown up with a lot of social media,” whereas Beth 
believed the focus when she was younger in the eighties was on being skinny but “today we 
have Beyoncé and we have... role models for young women that are different body shapes”. 
Several participants discussed the idea that altering misleading messages in the media, 
educating people about different body types, and teaching “that we all come in different 
shapes and sizes and that’s okay” (Linda) may help to alleviate the pursuit of the ideal body. 
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Rather than considering her tendency to compare herself to others as a cause of her 
ED, Anika believed it to be part of her illness, maintaining her behaviours. Helen also 
described “comparison to your peers, comparison to your friends, to people you admire” as a 
“trigger” for the reoccurrence of eating disordered thoughts and behaviours. She went on to 
explain how she believed depriving her brain of nutrients impaired her cognitive functioning 
and caused her to be unable to judge herself accurately. Several other participants perceived 
their ED and the state of starvation as causing an inability to think rationally. Some 
participants also spoke of having, or having had, false views of themselves, including in 
comparison to others. For example, Millie said: “I’ve always been, in my opinion, but now I 
realise not... but I always thought I was quite a lot bigger than my friends”. 
For those participants who experienced inpatient treatment, they described a shared 
environment with peers against whom they would again compare themselves. Daniella noted 
that she “hated all the girls [because] they were skinnier” and she “wanted to be the 
skinniest”, Millie “heroised” her peers, and Tracey explained how copying her peers led her 
to learn more unhealthy behaviours. While these participants discussed aspiring to be like 
their peers in treatment as potentially fuelling their ED, being exposed to peers who were 
further along in their recovery was considered to be helpful. Being in an environment with 
peers who “share their experience, their strength and their hope” (Linda) was perceived as 
helpful, as it allowed them to see that recovery is possible and they were not alone. 
In summary, participants described a tendency to compare themselves, their lives and 
their bodies to other women, including peers and media imagery. For the majority of women 
in the study, this act of self-comparison was perceived as maintaining their ED. Frequently, 
participants idealised the lives and appearance of others, articulating a common belief that 
thinness was associated with happiness. The majority judged themselves negatively, which 
was often a false view that some perceived to be the result of a cognitive impairment caused 
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by their ED. A few participants stated that they would never judge others but, despite being 
aware of the double standard, they continued to critique themselves. For participants who 
experienced inpatient treatment, they were exposed to peers who they would compare 
themselves against. Drawing comparisons to peers was described as having both negative and 
positive consequences, depending how far along the journey to recovery the peers within the 
shared environment were. 
 
5.3.5 Theme 5 – Emotion Regulation 
The term emotion regulation refers to the way in which people influence the emotions 
they feel, and when and how they express them; processes which can be either conscious or 
unconscious (Gross, 1998). A connection between EDs and emotions was evident in both the 
onset and maintenance of all three diagnostic subtypes. Participants explained the different 
ways in which they perceived their ED to be interconnected with feeling, or attempting not to 
feel, certain emotions. For some, they also went on to explain how they believed considering 
emotion regulation in treatment has been beneficial. 
Several participants described themselves as feeling particularly high levels of 
emotion, for example, Alice explained: “I am a bit of an extreme person, when I am happy I 
am really, really happy”. Linda referred to herself as an “emotional sponge”, who takes on 
the emotions of others around her. She went on to explain her belief that she did not have the 
ability to process all of those emotions, particularly as a child, because she never learned to 
do so from her parents, saying: “if your parents can’t manage emotions then they can’t mirror 
how to manage emotions”. Jan also spoke of struggling to understand and recognise different 
emotions, and believed her family “don’t have much emotional intelligence” for her to have 
learned from. She particularly talked about how this impacted on her during times of 
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emotional distress, having experienced the loss of her brother at a young age, as well as 
physical and sexual abuse: 
 
With all these things that have happened, the way that I coped with things was not 
to... I usually don’t cry or anything like that but I was bottling everything in, not 
telling anything to anyone, and I’d just keep it and keep it and keep it until one day 
things just exploded and that’s when I found that an eating disorder was my friend. 
 
Experiencing distressing or traumatic events was common among participants and many 
echoed Jan in terms of seeing their ED as a way of coping and, for some, as a positive 
addition to their life at points.  Most commonly, participants mentioned being separated from 
a loved one at an early age, whether due to a bereavement, a breakdown of the family, or 
being removed from the family home for a period of time. Struggles within, and terminations 
of, intimate partner relationships were also frequently experienced as times of distress. Some 
participants also suffered sexual and/or physical abuse. A range of quantitative research has 
been conducted into the relationship between forms of childhood trauma and EDs, and a 
review proposed child maltreatment is a risk factor (Molendijk et al., 2016). Rather than 
perceiving these adverse experiences as causes of their ED, study participants described the 
emotions caused and their perceived inability to manage those emotions as being the 
important influence in their ED.  
Participants recalled the ways in which they perceived their ED helped them to 
manage emotions. Zoe stated that, for her, AN “kind of blocks out any emotion”, and Tracey 
described how her AN worked as a distraction from feeling any emotion or pain: “you just 
can’t feel anything because all you’re thinking about is food all the time... I didn’t feel 
anything, like nothing hurt me anymore”. Similarly, Kelly described how binge eating “felt 
like it blocked the bad emotions” and Catherine spoke of “binge eating anything to push the 
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feelings down”. For Linda, binge eating was often seen as a means to be able to purge; an act 
she described as feeling as though she was expelling the emotions from her body: “it felt 
almost as though the emotions would then cling to the food and like by purging them it just 
felt like there was no other way of actually managing them”. Despite referring to their ED as 
“a bit of a coping mechanism” (Zoe) or a “coping strategy” (Pippa) for dealing with 
emotions, especially negative ones, many participants described using their ED to avoid 
facing the emotion rather than as a way of expressing or managing it. 
Alternatively, some participants spoke of using their ED to generate positive feelings, 
often as a source of comfort, particularly for women with BN and BED. Alice explained that 
“food has always been a comfort” as it made her “feel good”. Miranda speculated that there 
may be a biological reason why it makes her feel better when she is experiencing certain 
emotions: “emotionally, if I’m feeling really sad or, erm, really mad sometimes, or depressed, 
I will definitely binge ‘cos [sic] it made me feel a bit better... It tastes good and it feels good 
and I guess it triggers endorphins”. Similarly, both Jan and Beth talked about experiencing a 
“high” from binge eating and purging. 
Whether perceiving their ED as a way of blocking out negative emotions, or 
producing good feelings, participants talked in a positive way about what they saw as the 
benefits of their disorder. Jan referred to her BN as a “friend” and Tracey stated she “liked 
it”, demonstrating a positive relationship. Pippa went on to explain “that’s why it just 
continued for such a long time”, echoing the views of a number of other participants. She 
also perceived she “didn’t have anything else to use” to manage her emotions.  
Learning alternative coping strategies and gaining a better understanding of their 
emotions was important to the participants for their recovery. Speaking of what she perceived 
as helpful in treatment, Jan said: “they gave me a list of emotions and, yeah, I try to identify 
what the emotion is, naming it and stay with it... [A] couple of years ago I learned what it was 
 
 169 
to be frustrated or to be anxious or to be the different, erm, feelings.” She spoke of how 
understanding each different feeling has helped her to know how to respond to effectively 
manage each one, for example recognising that she should sleep if she was feeling tired. 
Several participants talked about the importance of recognising the link between their ED and 
their emotions, and being more aware of the emotional cues that elicit certain disordered 
eating behaviours. Miranda perceived learning to “notice that emotion, and sit with that 
emotion, and kind of understand why that emotion is coming up” as a helpful way to “cope 
with those urges”. Similarly, Linda explained: 
 
[T]he food calls but I know now when it calls there’s something else going on, I know 
something’s not quite right, but the difference is, you know, I’ve got so many other 
means... I can now be vulnerable with people and tell them how I feel and share 
things that maybe I’m not that comfortable about, but I can also internally tolerate a 
lot more... The emotions can stay in there and they’re not going to hurt me. 
 
Linda described a change in the way she perceived emotions, from something that she should 
hide from as they would cause her pain, to a sign of a problem that she could then look to 
manage. She also spoke of the benefit of now being able to share her feelings with other 
people to help her cope. Similarly, other participants mentioned a range of coping strategies 
they have found helpful in their journey towards recovery, such as talking to someone, taking 
a walk, meditation, mindfulness or having a relaxing shower or bath. Beth and Pippa both 
perceived art, and expressing themselves through art when they might not be able to do so 
through language, as particularly beneficial. Pippa explained:  
 
I found it really helpful to kind of, you know, draw the feelings that I was having go 
on in my head, because a lot of the time it’s not something you can really put into 




In summary, participants spoke of experiencing high levels of emotions, especially 
what were perceived as negative emotions, often due to experiencing a traumatic or 
distressing event. An inability to effectively deal with these emotions was perceived as an 
underlying cause of their ED as the ED became a way to cope, either by blocking out 
negative emotions or by generating positive feelings that made them feel good or acted as a 
source of comfort. Participants felt like they had no other way to cope, for some because they 
never learned about emotions as a child, explaining why their ED was maintained for so long. 
Therefore, learning to understand different emotions, why they were feeling them, and 
healthy alternative coping strategies were considered to be helpful in treatment and for 
recovery. 
 
5.3.6 Theme 6 – Misconceptions of What a ‘Legitimate’ Eating Disorder Looks Like 
It has been widely recognised that there are a range of misconceptions about EDs, 
often stemming from a lack of understanding of EDs, and stigma associated with different 
body sizes. These misconceptions have resulted in a recent emphasis on efforts to correct 
longstanding myths or ‘false truths’ about the causes, symptoms, psychological impact, and 
who can be affected by EDs (Schaumberg et al., 2017). The present study highlighted the 
importance of misconceptions of what an ED looks like. Participants talked about their own 
experiences of misconceptions and the different ways in which these misconceptions were 
perceived to have impacted upon experiences of treatment.  
Many participants described misconceptions that they believed the public held about 
the bodies of people with EDs and how this then impacted on their willingness to seek 
support. Millie felt society only recognised AN and she struggled to talk to people about her 




People only think of eating disorders as [affecting] skinny people and I think that’s 
another thing that like society needs to learn, is that it’s not just skinny people that 
have eating disorders, and that’s where I have found it really hard to talk about it 
because, I know I’m not fat, but I know I’m not like stick thin skinny.  
 
Similarly, Jan felt unsupported by her family, whose limited understanding of EDs she 
attributed to the false beliefs normalised within society: “people think it’s about modelling, 
about bodies, and it’s not like that. My family have no idea of my problem because they just 
don’t understand it.” Some participants, particularly with BN and BED, explained how they 
perceived the public misconception that everyone with an ED is severely underweight left 
them questioning the legitimacy of their illness. Thus, it acted as a barrier to treatment. 
Miranda took a long time to access treatment as she didn’t realise she was entitled to it:  
 
There’s like a lot of focus on... people with eating disorders only being like really 
skinny tiny girls and I think that is also a part of why I didn’t get treatment until now, 
‘cos [sic] I was embarrassed that I didn’t meet that, um, criteria ... I kind of didn’t 
realise you didn’t have to be like dying to get help. 
 
Helen described not feeling worthy of treatment because she wasn’t at a low enough 
weight, linking to the notion of low self-esteem: “once you’re the sickest of the sick and then, 
right then at that point, you’re good enough for, um, treatment”. She therefore emphasised 
the need to “unravel that expectation we have of what an eating disorder looks like so that 
people feel validated [and] they feel that the state that they are in right now is sick enough to 
get help”. There was also a concern that these misconceptions of EDs could result in people 
failing to realise their eating behaviour is “not normal” (Andrea) and “that it’s actually an 
illness” (Jan). Miranda was particularly concerned about individuals with BED: “I know 
some people that struggle with binge eating don’t even realised that it’s... a disorder, they just 
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think that they’re- that they just like food”. Furthermore, Jan went on to explain her belief 
that “the problem relies on education for the general population”. Jan’s belief that there needs 
to be more education around EDs, and the different types of ED, was echoed by several other 
participants, especially those with BN and BED. 
For some participants, the belief that their behaviour was normal was reinforced 
rather than questioned when they raised their eating behaviours to a professional, in an 
attempt to seek help. When taken to see a psychologist, Maddie was dismissively told that 
“most pretty girls have anorexia”, reinforcing the stereotype. Kay also felt like her concerns 
were dismissed when she told her nutritionist that she would make herself sick and was told 
“we’ll keep an eye on it... and that was it really”. For these women, the healthcare provider at 
their first point of contact failed to refer them to specialist advice or treatment and instead 
made the women feel like their problems had been trivialised. Millie told a powerful story of 
what happened when she mentioned to her doctor that she had difficulties around food: 
 
[M]y doctor was kind of like because you’re not like on death’s door and skin and 
bone, therefore you can’t have this disorder, which is really, really hard ... She 
actually like laughed, like not a hahaha but like a ‘ha!’ kind of comment and then was 
like ‘well you’re obviously not anorexic!’ which was just horrible! ... I just shut down 
and was like cool so my problem’s not... a real thing, I can keep doing what I’m 
doing.  
 
The response Millie received reaffirmed the denial she had about the existence of her illness; 
denial that a number of participants described facing. She was left feeling that her concerns 
were invalid, and was “scared to talk about it with people” in future. As well as experiencing 
difficulties in being taken seriously when they first approached someone for help, several 
participants believed misconceptions continued to influence some treatment professionals. 
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Andrea voiced her concerns that the psychological impact on people who are not an 
unhealthy weight is not considered by some professionals working within mental health: 
 
I worry about the medical profession not having an understanding of that and the 
psychiatric profession not having an understanding of it. Unless you see someone 
with their ribs poking out, you know, unless you see someone so frail... that’s what 
you think when you think eating disorder, but you don’t think about the absolute, 
yeah, just the mental energy. 
 
The dismissive responses these women received were also perceived as insensitivity to how 
hard they found living with an ED and accessing help. For some, it was evident that the 
experience had a lasting effect, for example, Millie voiced the concerns she still had in 
speaking to people about her illness: “even this interview I was kind of worried, I was like... 
is someone else just going to, you know, shut down and pretend that it’s not... a problem?” 
Feelings of fear as a barrier to asking for help were common amongst participants, 
including fearing not being believed, not being taken seriously and of being judged, for 
example, Linda explained: 
 
I’d never ever, ever admitted to an eating disorder because I was too scared about the 
implications of that... in my head it was like ‘they’ll think you’re a flipping nutcase, 
you’ll never get this job, the doctor’s going to judge you’ ... And there’s also that 
stigma... the idea that you see someone who’s fat you just think... lack of self-control, 
lack of self-will, you know, how disgusting... so there’s that as well that makes it 
really difficult. 
 
The stigma attached to being overweight or binge eating that Linda talked about was referred 
to by several other participants, who described feeling embarrassment and shame. Perceiving 
stigma and shame as a barrier to accessing help was a prominent issue in a review of both 
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qualitative and quantitative research (Ali et al., 2017). Christina explained that it took a long 
time for her to ask for help as she “didn’t want anybody to know” because she was “very 
ashamed of it”. Her feelings are echoed in those of Miranda, who went on to suggest that 
education about the existence of the different subtypes of EDs may help to break down that 
barrier to treatment: 
 
[T]he ‘you can get help’ sort of stuff, I feel it’s very aimed at people who are very 
underweight, and for people who have EDNOS or bulimia who are usually either 
slightly overweight or like very rarely underweight, it kinda [sic] makes it more 
embarrassing ‘cos you’re already struggling with feeling fat... so, yeah, I think maybe 
just more stuff aimed at people who aren’t anorexic. 
 
In addition to being a barrier to reaching out for help, shame was also referred to as 
important in recovery. Participants explained how breaking down the stigma and the feeling 
of shame surrounding their illness lifted a burden from them, which they perceived as helping 
in their recovery. Having their ED medicalised removed the shame for participants with BN 
and BED. It helped to remove self-blame by correcting the misconception that “it’s just 
people wanting to eat food and using that as an excuse” (Miranda). Jan perceived the staff at 
her eating disorders unit as helpful because “they see it as an illness, not as something that I 
should be ashamed of”. She described how being able to assign reasons for behaviour and 
feelings, as well as knowing it was an illness, “helped me to take away the shame of things”. 
Exploring the underlying causes was something that many participants perceived to be 
beneficial in treatment, consistent with existing qualitative research (e.g. Beresin et al., 1989; 
Jenkins & Ogden, 2012; Pettersen & Rosenvinge, 2002; Rorty et al., 1993; Tierney, 2008). 
Catherine went on to explain how removing the shame helped her to feel more at peace with 
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herself, saying “just being able to be peaceful and kind, kinder to myself... and feeling lighter 
because I’m not carrying that shame... knowing this is a mental illness... this is not my fault”. 
Some participants with AN were concerned that staff were focused on the physical 
and psychological benefits of weight gain but there was a relative neglect of attention to the 
emotionally distressing aspects of gaining weight. Those participants believed more 
psychological support was needed during the stressful time of weight gain and the immediate 
period after reaching their goal weight. Zoe said that while she agreed “you need to get to a 
certain weight before they can work on certain stuff”, she felt that she needed “a bit more 
support around that time when you’re putting on weight because that it the biggest mental 
challenge”. Her thoughts were echoed by Helen, who believed “it makes no sense” not to 
have support for her mental health during weight gain. Helen said she “found it so frustrating 
to be told like first we have to deal with what you’re struggling with the most without the 
psychological support, which is really what it is entirely, it’s entirely psychological”. Pippa 
described needing more psychological support after reaching a healthy weight: 
 
[A] lot of the time they very much just went on kind of if I was physically better 
rather than actually if mentally I was going ok ... yes maybe I looked physically fine 
but what was going on inside my head was completely wrong ... at a weight where I 
was like my supposed perfect ideal weight for height my mind has never been more 
sort of like controlled. 
 
In summary, participants described experiencing misconceptions from the wider 
public and the medical profession, often surrounding their physical appearance. They spoke 
of the misconception that physical health is a reflection of mental health and, therefore, only 
people who are visibly underweight can have an ED. These experiences fuelled their 
perceptions of the stigma surrounding EDs, particularly BN and BED. They spoke about how 
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these misconceptions manifested themselves as barriers to accessing treatment which allowed 
their ED to be maintained: not realising they had an ED, being unaware they could get 
treatment, not having their concerns legitimised by professionals and therefore not being 
referred to specialist treatment, and feeling shame and embarrassment. Participants believed 
that misconceptions can sometimes persist into treatment, with a lack of sufficient 
psychological support, particularly during weight gain or after achieving a healthy weight.  
 
5.3.7 Theme 7 – A Change in Perspective 
Under the previous themes, participants often spoke about the way they viewed their 
ED and themselves when discussing causal and maintenance factors. When considering 
recovery, it was evident that changes to these previous ways of thinking were central. Two 
main influences that elicited a change in perspective were identified, therefore this theme was 
separated into two sub-themes: an event or life change that motivated recovery, and 
acceptance and gradual changes achieved through treatment. 
 
5.3.7.1 An Event or Life Change that Motivated Recovery 
The key change that participants described was the way in which they saw their ED. 
Many women spoke of experiencing the realisation that the negative aspects of their ED 
outweighed the benefits, often through a key event that served as a turning point. Tracey 
explained how being told she was not allowed out of hospital to attend an event she had been 
looking forward to made her realise what her AN was taking away from her: 
 
They wouldn’t let me out of hospital, then I was like hey no this is serious, this is bad, 
I need to make a change, it’s ruined my life again... Probably missing out on so much, 




The most common realisation described was the level of risk their ED posed to their long-
term health and mortality. Zoe referred to being tube fed as “a bit of a wakeup call” to the 
severity of her illness. Alice received a cancer diagnosis, which she believed made her “more 
aware” of her mortality, and incentivised her to try to recover. She explained that she has 
“got better reasons behind wanting to solve it now: cancer and a child! ... It’s a pretty big 
driving force”. 
Establishing a reason to recover was described as important by several participants. 
Like Alice, several other participants spoke of their children as a driving force behind their 
recovery. Catherine stated that she wanted “to be a good role model for my kids”, and Kay 
explained: “I want to be healthy for my kids and I want to have grandkids... So [I] really 
focused on... what I wanted to do in life, how I wanted things to be, so I was really looking 
forward.” A few participants spoke about looking to the future, and Maddie detailed why she 
believed it is important for recovery to be able to make plans for the future: 
 
A lot of the time people’s eating disorders can keep going because people don’t know 
what they want to do with their life, like I met a lot of people with no ambition... I feel 
that finding a purpose or helping someone to find their purpose would actually be 
beneficial... [or] they don’t know what they’re actually recovering for. 
 
Subsequently, the majority of participants noted that they had made changes in their 
life, including moving to a different job or location, ending and/or starting a relationship, 
leaving school and meeting new people. Whether the change was made intentionally or not, it 
was often linked to their new perspective, such as providing an environment in which they 
felt less pressure to be perfect or setting goals for the future. For example, Jan changed jobs 
to one in which she felt less pressure and stress, which aided her to change her outlook from 




5.3.7.2 Acceptance and Gradual Changes Achieved Through Treatment 
For some, accepting that recovery takes time and breaking the journey down into 
small steps was considered to be an important part of treatment. Several participants spoke 
about the importance of accepting that there may be setbacks. Pippa explained that being told 
“you need to be 100 per cent better... felt so unmanageable and unrealistic”, which she 
believed was especially hard for her due to being a perfectionist. A new therapist helped her 
to see things from, what she perceived to be, a more beneficial perspective: 
 
It kind of made me sort of be able to accept the fact that, yeah, ok... I do have an 
eating disorder but that doesn’t mean that I can’t, at some point, recover from it. Or 
even if I can’t completely recover from it, that doesn’t mean that my whole life needs 
to be in jeopardy... there are people who live with eating disorders and they are still 
able to have kids, they are able to have relationships, they are able to deal with most 
meal situations, it’s just kind of something that lingers there a little bit. 
 
Pippa found that viewing her ED as something that she could learn to manage removed the 
pressure of immediate recovery and the feeling of guilt if she had any setbacks. Catherine 
explained that “it’s just finding peace... when you stuff up, because you do because you’re 
human”, and Kay talked about the importance of “not being hard on yourself if you are 
thinking about food because that’s okay”. Several participants also spoke about accepting that 
everything, including themselves, does not have to constantly be perfect.  
Despite a consensus on the importance of being able to plan for the future as part of 
recovery, there were differing opinions on how they felt their ED should be viewed in the 
future. Daniella did not believe that it should be suggested to people that they may not be 




I did see, um, one of their women, which was [an] occupational therapist and that was 
to live with my illness. Now I’m not going to live with my illness for the rest of my 
life, I believe... I don’t think I’ll have anorexia my whole life... I just couldn’t get my 
head around living with it. Like, why would you want someone to be okay with it? 
 
For Daniella, being able to see a future in which she did not have AN was something for her 
to work towards. Several other participants spoke of finding positive forecasting and 
therapists who believed they could recover as helpful. For example, for Tracey an important 
factor to her was: “having really good support around me... people who just tell me that it is 
possible, just keep being told it’s possible”.  
In addition to positive forecasting, thought challenging was another aspect of 
treatment that a few participants described as being helpful. They spoke of changing their 
perspective on their own thoughts, and in particular the importance of realising that thoughts 
can be inaccurate, as Helen stated:  
 
I think that was the simplest, most effective thing I could get out of my entire like 
seven months of counselling... just the sentence that she said, which was that thoughts 
aren’t facts. Just because you think something doesn’t mean that it’s a fact and I think 
that was so important... my thoughts may not be reality, they’re just simply feelings”. 
 
 Miranda echoed these thoughts, by saying she found it helpful to learn to be able to “notice a 
reoccurring thought” and “identify the thought error”. 
In summary, participants found changing their perspectives on both their ED and 
themselves to be beneficial for recovery. Realising the extent of the negative consequences of 
their ED and the risk to their own mortality often acted as a trigger to self-motivate recovery. 
Having a reason to recover and setting goals for the future was also considered to be helpful. 
Participants also spoke about acceptance; accepting that they do not have to constantly be 
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perfect, that recovery takes time and may involve setbacks, and that their thoughts are not 
always accurate representations of reality. 
 
5.4 Discussion 
The aim of this study was to gain a better understanding of the experiences and views 
of women with lived experience of an ED, particularly in reference to the onset, maintenance, 
treatment and recovery of EDs. Participants spoke about a range of different experiences, and 
a number of perceived causal, maintenance, treatment and recovery factors that they believed 
to be important in their ED. Through thematic analysis, seven themes were identified across 
the data: perceptions of being in or out of control,  “people always compliment you for losing 
weight”, difficulties in being one’s true self, judging oneself negatively in comparison to 
others, emotion regulation, misconceptions of what a ‘legitimate’ eating disorder looks like, 
and a change in perspective. The findings highlight the complexity of EDs, with no discrete 
cause identified, rather an accumulation or interaction of often interrelated factors. The links 
between factors indicates the psychosocial nature of EDs, and, as a result, the complexity of 
providing effective treatment. In this study, factors considered helpful in treatment often 
related to acknowledging or alleviating causal or maintenance factors, with each of the seven 




As anticipated, and in line with existing literature, the perception of being in or out of 
control was found to be an important concept in the development of EDs. Most participants 
self-identified with a desire to feel in control. For these women, it is suggested that if 
something negative happens that is out of their control, they respond in a way to compensate 
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for this perceived loss of control. Subsequently, as proposed by Slade (1982) and expanded 
by Surgenor et al. (2002), AN and BN were seen as ways of increasing the perception of 
having some control in life through food intake and/or use of compensatory behaviours. 
Waller (1998) proposed that women with an ED who have experienced sexual abuse have a 
more external locus of control, signifying they perceive themselves to have little control over 
their life. The present study suggests that other forms of stress and trauma, in addition to 
sexual abuse, may have a similar impact on perceived control. However, not all participants 
who experienced abuse linked their experience to feeling out of control, implying that the 
link between abuse and EDs is more complex than intensifying a need to regain feelings of 
being in control. Many people go through trauma in their life but do not develop an ED, 
suggesting there are multiple causal factors involved for those individuals who do. Trauma, 
therefore, must be considered as a psychosocial risk factor rather than a direct causal factor.  
For participants, the traumatic event itself was perceived to be less of a cause, rather, 
the way it made them feel and their ability (or inability) to deal with associated feelings was 
of greater significance. In addition to making the participants feel out of control, the majority 
of women reported difficulties in managing their emotions; consistent with previous 
quantitative research (e.g. Brockmeyer et al., 2014; Harrison et al., 2010). Gratz and Roemer 
(2004)’s conceptualisation of emotion regulation as multidimensional was reflected in the 
present findings. Lack of awareness or understanding of emotions was spoken about 
alongside difficulties in using effective strategies to manage emotions. The difficulty for 
participants in understanding as well as managing emotions also supports the findings of a 
relationship between alexithymia, and AN, BN (Cochrane et al., 1993; Marchiol et al., 2020; 
Schmidt et al., 1993) and BED (Pinaquy et al., 2003). In the present study, women across all 
diagnostic subtypes appeared to have difficulties in managing their emotions and used food– 
whether through restriction, binge eating, or purging– to block out emotions they felt unable 
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to deal with. Similar to the present study, Kyriachou et al. (2009) determined, through 
interviews with patients with AN, clinicians and parents, that their participants with AN 
struggled to understand and cope with their own emotions and were over-sensitive to the 
emotions of others, causing difficulties in personal relationships and avoidance of social 
situations. Seeking social and emotional support is considered to be an effective coping 
strategy that the women in the present study appeared to lack prior to and during their ED, 
consistent with existing research (Bloks et al., 2004; Bloks et al., 2001). It is likely that if 
people are not sharing their problems or feelings with others then multiple stressors may 
accumulate to the point where they need to find an alternative outlet for this emotional need. 
These findings suggest that once using food has been established as a way of coping with 
trauma, it then becomes the main coping strategy for any form of stress or negative emotion.  
Food was also used as a way to trigger positive emotions or a ‘high’. Research into 
emotion regulation generally focuses on negative affect, although during and immediately 
after purging has been described as a time of increased positive emotions (Mizes & Arbitell, 
1991). Incorporating the use of EDs to purposefully generate positive emotions rather than to 
reduce or block negative ones provides an additional dimension to emotion regulation. 
Resorting to food to elicit a short-term mood increase, despite the long-term health 
consequences, may imply underlying low self-esteem. Levels of self-esteem have been found 
to predict happiness (Cheng & Furnham, 2003), and it is proposed that having low self-
esteem can motivate actions to seek out positive feelings. This theory is evidenced by those 
participants who were driven by their desire to receive compliments and intensified their 
behaviours with the aim of receiving more. The majority of participants in the present study 
described having low self-esteem or low sense of self-worth. Quantitative research suggests 
self-esteem to be a moderator in the relationship between perfectionism and BN (Lilenfeld et 
al., 2000). Low contingent self-worth (dependant on appearance and relationship status) and 
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maladaptive perfectionism have been found to interact to predict levels of disordered eating 
(Bardone-Cone et al., 2017). These findings suggest that low self-esteem and perfectionism 
may increase susceptibility to positive reinforcement, as compliments and a sense of 
achievement make them feel better about themselves. 
In addition to feeling good, participants also described internalising compliments on 
their appearance as proof that their weight is something others pay attention to and as 
reinforcing the thin-ideal body type. This finding supports the complimentary weightism 
phenomenon, which proposes compliments reduce body satisfaction by causing women to 
feel judged on their appearance (Calogero et al., 2009). Reading compliments on the 
appearance of other women posted on images on social media has been found to increase 
body dissatisfaction (Tiggemann & Barbato, 2018), suggesting the complimentary weightism 
phenomenon, and the maintenance of EDs, extends to witnessing compliments made to other 
women. It is suggested that low self-esteem or self-worth, combined with clinical 
perfectionism, may increase sensitivity to the complimentary weightism phenomenon, as well 
as positive reinforcement, thus increasing the risk of developing an ED. 
Judging themselves negatively in comparison to others is also indicative of low self-
esteem (Tylka & Sabik, 2010). In addition to providing a platform for appearance-based 
compliments, imagery on social and traditional media was discussed by a small number of 
participants as increasing negative social comparisons. This could suggest the relationship 
between social media use and increased body concerns and disordered eating established in 
the literature (Tiggemann & Barbato, 2018; Tiggemann & Slater, 2013; Wilksch et al., 2020) 
may be linked to the process of making social comparisons. The tendency to engage in social 
comparison varies between individuals (Tiggemann & Zaccardo, 2015), with appearance-
focused social comparisons found to be related to body dissatisfaction (Myers & Crowther, 
2009). It has been found that this relationship was mediated by thin-ideal internalisation, a 
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process which was exacerbated by a low self-concept, which the authors proposed was due to 
the need to use external sources to generate a sense of identity (Vartanian & Dey, 2013). 
Women with a high tendency for social comparison, particularly appearance-based, and a low 
self-concept and sense of self-worth appear to be more vulnerable to media imagery and peer 
exposure. Interventions aimed at reducing personal investment in societal ideals of 
appearance promoted through the media have been found to reduce body dissatisfaction, 
eating concerns, and perfectionism in adolescent girls (Wilksch et al., 2015). It is theorised 
that reducing investment in media portrayals of the thin ideal body type may reduce the 
impact of social comparisons on body dissatisfaction and EDs. 
Participants described supressing their true self due to not feeling good enough for the 
affections of others and a fear of being abandoned. Fear of abandonment within EDs has been 
touched upon in the qualitative literature (Leavy et al., 2011). Research into the core beliefs 
of women with EDs, measured through levels of negative schemas, has found higher 
abandonment beliefs in women with AN, BN and BED than non-clinical comparison groups 
(Leung et al., 1999; Waller, 2003). There is however scope for further expansion into the 
influence of this factor. These insecurities influenced participants to behave in a way to try 
and please others, put the needs of others before their own, and hide their concerns or 
perceived weaknesses. Jack (1991) proposed that feminine social expectations put pressure 
on girls to conform to the stereotype that they should be nurturing and prioritise the needs of 
others. Conforming to these ideals then leads to self-silencing, in which self-expression of 
negative thoughts or feelings are supressed to avoid potential conflicts, and while the external 
portrayal of self to others is compliant, hostility, low self-esteem, and a loss of self builds 
within (Jack & Dill, 1992). Self-silencing has been found to be linked to disordered eating 
(Piran & Cormier, 2005) and it has been theorised that these feelings of hostility and 
supressed negative feelings are then displaced onto themselves and their bodies (Geller et al., 
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2010). It has further been suggested that self-silencing of emotions from a young age may 
lead to alexithymia, and therefore difficulties in understanding and processing emotions 
should be considered as more than a psychological impairment (Liang & West, 2011), further 
demonstrating the psychosocial context of EDs.  
Difficulties in being one’s true self may not only be associated with ineffective coping 
due to alexithymia, but also due to the reluctance to show any vulnerabilities to others. 
Participants spoke about how supressing their true self impacted on their ability to maintain 
close relationships, implying that they had fewer people who they felt they could confide in, 
which supports findings of loneliness as a contributing factor (Gulliksen et al., 2017) and a 
lack of seeking social and emotional support. A strong self-concept has been found to 
mediate the impact of stress on well-being (Ritchie et al., 2011), implying that identity 
struggles may impact on the ability to cope with stress and trauma. Weaver (2005) suggested 
putting the needs of others first may result in self-uncertainty, similar to the participants in 
the present study who described supressing their true self as causing a struggle to maintain a 
sense of identity. Supressing one’s true self or having an uncertainty over one’s identity is 
likely to be a source of additional stress as well as a barrier to building relationships. The 
psychological and social implications of identity suppression requires further research. 
In summary, participants described a number of causes for their EDs, which may be 
related to an underlying low level of self-esteem. A drive to receive compliments and praise, 
which often began after weight loss, appeared to mark the start of disordered eating. Feeling 
unable to be their true self with people and problems with emotion regulation meant an 
inability to cope effectively when confronted with trauma or an accumulation of stress. A 
need for control appeared to increase the level of distress experienced during adverse events. 
Disordered eating behaviours then appeared to serve a function by increasing perceived 





AN, BN and BED are all serious illnesses that bring with them many unique 
challenges for individuals to overcome to reach recovery. Firstly, recurring across different 
themes was the sense that participants perceived their EDs to have had a number of positive 
functions. AN and BN became established as ways to increase the perception of being in 
control and to feel a sense of achievement, addressing perfectionist tendencies. AN, BN and 
BED were all viewed as a way of coping with or controlling emotions. Perceiving their ED to 
be serving a positive purpose appeared to lead to denial of the illness, maintaining their 
behaviours over time until they became deeply ingrained. The thought of having to give up 
these ‘benefits’ resulted in ambivalence towards recovery, mirroring previous findings 
(Schmidt & Treasure, 2006; Williams & Reid, 2010). The importance of helping those with 
an ED to recognising this internal struggle is evident, as the realisation that the severity of the 
negative consequences outweighed any perceived benefits was central in aiding a genuine 
desire to recover.  
Secondly, for some women, particularly with AN, they described their ED as being 
part of their identity and thus something that was extremely difficult to let go. This 
perception reflects the voices of women in several other qualitative studies (e.g. Leavy et al., 
2011; Weaver, 2005). The implication is that self-uncertainty may be a risk factor for an ED 
becoming considered as part of one’s identity. Jenkins and Ogden (2012) referred to an 
anorexic voice that gains power over the rest of the mind. This notion of AN having its own 
voice was alluded to by some study participants who referred to their AN telling them to do 
things, and implies the ED was viewed as a separate entity rather than a part of them. For 
participants with BED, however, they spoke of feeling as though their mind had been taken 
over by an uncontrollable force and their sense of powerlessness was apparent in their stories. 
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 Weaver (2005) reported that women hide their symptoms and the consequences of 
their AN as way of protecting their identity, however the concept of denial or not being aware 
of the severity of their illness was found to be a much stronger reason for not seeking help in 
the present study than trying to protect their identity. For the majority of women with BN and 
BED, they perceived their disorder to have been maintained for such a long period of time 
because they did not realise they were entitled to treatment. Consistent with existing research 
that suggests BED is not recognised as an illness by the public (O’Connor et al., 2016) and 
binge eating is perceived as a symptom of low self-esteem rather than a disorder (Mond & 
Hay, 2008), several participants did not realise what they were experiencing was not normal. 
Several other women, mainly with BN, did not feel able to ask for help due to not being 
underweight or were not taken seriously by a healthcare provider. This finding implies that 
despite efforts to emphasise that one does not have to be at a low weight to have an ED 
(Schaumberg et al., 2017), misconceptions of what a ‘legitimate’ ED looks like are still 
sometimes held by the public and professionals. A perceived lack of understanding and 
knowledge from professionals has been previously demonstrated (De Le Rie et al., 2006). 
Mitchison et al. (2017) stated that stereotypes of an ED and who experiences them are 
blinding health professionals from the full spectrum of disorders and restricting referrals. By 
not having their illness recognised or diagnosed participants felt unable to pursue further 
avenues for treatment, allowing the behaviours to continue, becoming more ingrained and 
more difficult to overcome.  
To summarise, there can be a level of ambivalence experienced for women about their 
ED and the role it serves. The present study highlighted the importance of an effective 
response during the first help seeking interaction, to avoid behaviours becoming further 
ingrained. Misconceptions in the public sphere and among health professionals seem to be 





Ambivalence, denial and shame in those with EDs may act as barriers for general 
practitioners in making an informed assessment, especially in the limited time frames 
available (Surgenor & Maguire, 2013). Furthermore, health professionals have been reported 
as feeling inadequately trained, with limited funding and resources, to be able to respond 
effectively to EDs (Reid et al., 2010). There are therefore concerns regarding the effort 
women may have to expend to obtain a referral to the right treatment and the risk of feeling 
rejected or not good enough if they are turned away. Participants in the present study echoed 
these concerns, especially those with BN and BED who spoke of experiencing a greater level 
of stigma and believed there is less knowledge of these disorders. 
Shame was experienced as a barrier to treatment by participants, particularly with 
BED and BN, stopping them from reaching out for help. Feelings of shame within EDs 
impeding help-seeking has been mentioned in the literature (Fox et al., 2017). Shame has 
been linked to feelings of inadequacy that they cannot cope with food (Rance et al., 2017a). It 
is proposed that a sense of shame may be linked to perfectionism and feeling that their ED is 
an imperfection that they should be ashamed of. Shame has also been associated with abuse 
(Kearney-Cooke & Striegel-Moore, 1994) and self-loathing (Gulliksen et al., 2017), 
suggesting that experiencing abuse and having low self-esteem may increase vulnerability to 
feeling shame. Kearney-Cooke and Striegel-Moore (1994) emphasised that clients in 
treatment are unlikely to openly discuss feeling ashamed and instead the therapist needs to 
pick up on signs. However, the potential benefits of addressing shame in the treatment of EDs 
appears to have been somewhat overlooked despite the apparent impact of carrying shame 
around and the relief felt when that burden is removed. 
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Linking back to the difficulties in being one’s true self, alleviating the fear of being an 
emotional burden to others was also considered to be important in treatment. As discussed, 
participants found it difficult to share their struggles with others, and this extends to 
therapists within treatment. Consistent with existing research (e.g. Button & Warren, 2001; 
Fox & Diab, 2015), the participants in the present study reported that it was important to 
establish trust and a good therapeutic relationship before they felt comfortable to be 
themselves and be open about their feelings. Previous research has suggested understanding 
and empathy to be a central part of establishing a good relationship (Pettersen & Rosenvinge, 
2002; Rorty et al., 1993), however some participants were concerned about their emotions 
having consequences on the wellbeing of others. Although having a therapist who 
demonstrated an understanding of their situation and struggles was important, there appeared 
to be a level at which too much empathy may result in the client feeling like they are having 
an emotional impact on their therapist. There was a clear consensus that having a good 
relationship with their therapist was key to a positive outcome. Whilst some participants 
spoke of establishing a bond, others however emphasised the importance of professional 
boundaries in viewing their therapist as someone who would not be burdened by, or leave 
them as a result of, them sharing their struggles. Several participants were also concerned 
about letting people down and disappointing others, as a part of their fear of abandonment. 
This highlights the importance of having consistency and stability in their treatment team, 
and not reacting with disappointment or displeasure if patients experience a relapse. 
Furthermore, reflecting back on perceptions of control, participants were also more willing to 
engage in treatment in which they felt listened to and involved in decisions, supporting 
Eivors et al. (2003)’s conclusion that feeling a lack of control is central to dropout from 
treatment. Despite the necessity of a structured approach to nutritional rehabilitation in 
inpatient settings, participants’ perceptions in the present study, that mealtimes in treatment 
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reflected a level of control over food and portion size that mirrored some ED behaviours, is 
noteworthy. If a need for control was an underlying psychological causal factor, then having 
the control of food taken away will likely be a particular struggle. Recognising the views of 
those with EDs may help treatment providers to ameliorate some levels of distress associated 
with certain aspects of treatment, such as supervised eating in inpatient settings.   
Participants were clear that they perceived factors other than weight or food to be at 
the root of their illness, regardless of the diagnostic subtype. While weight restoration is an 
essential part of treatment for starvation, the majority of participants with AN believed that a 
greater focus needed to be given to their psychological health during treatment, a view often 
reported when conducting research from the patients’ perspective (Beresin et al., 1989; 
Federici & Kaplan, 2008; Jenkins & Ogden, 2012; Rorty et al., 1993; Tierney, 2008). There 
was a general consensus among participants with AN in the present study that being required 
to reach a certain weight before beginning psychological treatment left them feeling like the 
psychological impact of weight gain was not being recognised or acknowledged, and thus the 
required level of support was not received. Previous research has found that cognitive 
impairment can be associated with being underweight and this impairment is normalised with 
weight restoration (Hatch et al., 2010), and treatment guidelines recommend psychological 
therapy to only begin once the cognitive impacts from starvation have improved (Hay et al., 
2014). The participants in the present study however felt that this did not sufficiently 
recognise the level of distress women with AN experience when asked to eat or gain weight, 
which was perceived to be particularly important when the ED was their way of coping with 
distress. Learning alternative, healthy ways of coping with distress, and improving 
understanding of different emotions, was seen as helpful. Although difficulties in managing 
emotions constitutes part of the well-established cognitive-interpersonal maintenance model 
of AN and the associated MANTRA programme (Treasure & Schmidt, 2013), participants in 
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the present study felt that they would have benefited from learning healthy coping strategies 
alongside weight restoration or receiving a greater level of support prior to learning new 
strategies, so as not to leave a gap in which they felt unable to cope.  
Finally, there were mixed views around exposure to peers in treatment. Many women 
described a tendency to judge themselves negatively in comparison to others, and for some 
with AN this came with a risk of competing to be the most underweight in treatment and 
learning unhealthy behaviours from peers. It was considered helpful, however, to have 
support from peers who understood their experiences and could show that improvements 
were possible. Similar findings have been shown with group therapy and support groups 
(Beresin et al., 1989; Tierney, 2008). Participants with BED, on the other hand, focused on 
positive aspects of support groups, particularly not feeling alone and reducing shame.  
Ultimately, the overlap between factors perceived to be important in treatment and the 
perceived causes of EDs is evident, demonstrating the importance in understanding the 
perceived underlying causes and psychological characteristics of the individual for effective 
treatment. For example, the role of control in the development of EDs also needs to be 
recognised in the way which treatment is delivered to ensure a sense of autonomy. Early 
abuse, low self-esteem and high levels of perfectionism may increase the likelihood of 
feeling shame and thus, strategies to address these factors may be helpful in treatment. 
 
5.4.4 Recovery 
Several participants, particularly with AN, had been through treatment multiple times 
before considering themselves to be recovered or on the journey towards recovery. Having a 
change in perspective was the key difference on entering treatment for their final time, and 
for continuing with improvements after discharge. As with treatment, the factors considered 
to be helpful for recovery were closely linked to the perceived causal and maintenance 
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factors. Breaking down the belief systems in place that were maintaining their ED was a 
central part of recovery. An important part of this process was the realisation and acceptance 
that they had an illness, achieved through removing denial and increasing awareness of what 
behaviours are and are not normal. Realising the risk to their own mortality was a common 
trigger for changing the way they saw their ED, in line with Nilsson and Hagglof (2006). 
Comprehending the amount of control their ED had over them also helped to change their 
perspective, which is only partly in support of Patching and Lawler (2009), who described an 
internal battle to relinquish the idea that an even greater loss of control would be felt by 
stopping the ED behaviours. Participants in the present study, however, spoke of the 
realisation that they had been experiencing a false perception of control as a strong catalyst to 
recover. Struggles to relinquish the use of their ED for what they perceived to be a positive 
function focused upon the ED as a coping strategy rather than as a method of feeling control. 
The exception was for women with BED, for whom the role of control was experienced 
differently, as they struggled to free themselves from the control their ED had over them.  
For most participants, removing the fear of being their true self aided recovery, as it 
allowed them to share their feelings with others and use social support as an alternative 
coping strategy. Other beneficial changes identified that assisted recovery were counteracting 
their perfectionism, accepting that recovery is a journey that may involve some setbacks, and 
learning not to feel guilty if they struggle at times. Challenging their thoughts was a central 
part of modifying the high expectations they placed on themselves, as well as increasing their 
confidence and self-esteem. 
 
5.5 Limitations 
There are several limitations of the present study that need to be acknowledged. In 
qualitative interviews the researcher is the data collection instrument, meaning they have a 
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level of influence over the information collected. Firstly, aside from the questions on the 
interview schedule, the researcher decided on any follow-up questions and the areas they 
sought elaboration on. Despite reflecting on each interview before conducting the next, to 
identify any questions or responses that could have been approached differently, it is 
acknowledged that researcher subjectivities will have had some influence. 
Furthermore, the position of the researcher themselves may also have had an impact 
on the amount of information the participants shared. The researcher in the present study, as 
someone who had not experienced an ED herself, would be considered to be an ‘outsider’. 
While attempts were made to reduce the impact this may have had, by not explicitly advising 
the participants of this fact, it is possible that they may have opened up more to someone they 
knew had shared some of their experiences. If the participants did view the researcher as an 
outsider, it may also have increased the likelihood that social desirability influenced some 
answers, if there were concerns that the researcher may not understand what they perceived 
to be an adverse belief. In addition to the risk associated with interviews conducted by an 
outsider, it also must be accepted that the short time frame may not have been sufficient to 
build the required level of rapport or trust required for participants to share complex feelings 
or discuss sensitive or traumatic topics. 
As well as influencing the interview itself, researcher subjectivity is highly relevant 
during the analytical stage. As discussed in section 5.2.4.1, from a critical realist position, the 
findings from qualitative research are considered to be the researchers interpretations of the 
participants’ accounts and influenced by the researcher’s own experiences and knowledge. 
Despite not having lived experience of an ED, some elements of the participants’ stories 
resonated with the researcher, for example beliefs surrounding the role of social media as a 
platform for negative self-comparisons. A high level of empathy was also experienced in 
listening to some of the experiences, which could have impacted upon the ability to consider 
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their account objectively. Reflexivity was an important process in identifying subjectivities, 
the awareness of which then aided in reducing the likelihood of any impact. Despite all of the 
attempts made to minimise the likelihood, the inevitability of a level of influence of the 
researcher’s own views and experiences must be recognised. 
Although some participants explained how their perceptions had changed, the 
interviews captured their views at one distinct moment in time. Time constraints however 
meant multiple interviews with the same participants over a long term period was not 
possible. It must be recognised that perceptions can vary depending on circumstances such as 
mood, or over time. Based on research into the cognitive impact of EDs, and research that has 
demonstrated processes such as denial and poor insight in patients with EDs, it is likely that 
an individual’s perceptions may also change based on their recovery status. While all of the 
participants considered themselves to have improved at least to some extent, some still 
referred to themselves as having a significant ED. Although there were no clear differences 
among the views of participants based on their recovery status, it is possible that views, 
particularly around what was helpful in treatment, may change as they continue on their 
journey of recovery and look back on their experiences. The aim of this study was to gain a 
better understanding of the views of the participants, and while these views may change, the 
perceptions captured are still highly relevant as they may influence behaviours such as 
adherence to treatment. 
 
5.6 Strengths 
   The qualitative methods employed in this study had a number of important strengths. 
Firstly, conducting semi-structured interviews allowed participants to provide a detailed 
account of their experiences and views, in their own words. The design of the interview 
schedule, consisting of (but not limited to) several open, broad questions, ensured that all of 
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the topics pertaining to the research questions were discussed without restricting participants 
to certain subjects. Furthermore, despite the ability to conceptualise onset, maintenance, 
treatment and recovery as discrete constructs, the narratives participants provided highlighted 
the interconnectedness. The way in which this qualitative research enabled participants to 
explain how the roles of some factors changed throughout their journey, had multiple 
dimensions or were perceived to be interlinked with other influences demonstrated the 
importance of providing context and was a key strength of the study. The findings from this 
qualitative research also provided numerous insights that were complementary to the 
quantitative findings (the mixed methods integration is discussed in Chapter 6).  
Taking a semi-structured approach also provided flexibility for the researcher to ask 
spontaneous follow-up questions and probe for further information on unexpected subjects 
that were of interest. Barriers to treatment, for example, were not asked about as part of the 
interview schedule as this was not within the scope of the research design, but it was a topic 
that the majority of participants discussed when asked about experiences of treatment. Had 
the interview schedule not allowed for this flexibility, then the impacts facing these barriers 
had on their perceptions of their ED would not have been explored. Furthermore, both the 
participant and the researcher were able to ask for clarifications, which minimised the risk of 
misunderstanding. Allowing a natural flow of conversation may have helped participants feel 
at ease, as they shared personal information that, for some, was accompanied by a high level 
of emotion.  
  Despite the limitations of approaching the research as an ‘outsider’, as discussed in 
the previous section, there are also some strengths. Firstly, there was minimal risk that the 
researcher would make assumptions based on their own experiences and thus fail to clarify or 
explore potentially novel insights further. Additionally, the thematic analysis was approached 
with a greater level of impartiality than from the perspective of someone with preconceived 
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ideas, or strong opinions about the causes or treatment of their own ED or that of a loved one. 
Whilst it is acknowledged that some level of researcher subjectivity is inevitable, rigour was 
further ensured through multiple well established techniques (e.g. Lincoln & Guba, 1985), 
including peer consultation, as previously detailed in section 5.2.4.3; a further strength. 
 
5.7 Implications 
Whilst acknowledging the enormity of the task, the findings in this study demonstrate 
that continued efforts are needed to try to obtain a shift in the way that women are evaluated 
and portrayed within the media, including the number of stories published praising women 
for losing weight or complimenting women on their physical appearance. Messages promoted 
across the media and schools need to focus on healthy nutrition and healthy lifestyles. Recent 
changes in social media trends aiming to promote health and fitness, known as ‘fitspiration’, 
are still being linked to body dissatisfaction and disordered eating (Holland & Tiggemann, 
2017; Prichard et al., 2020; Tiggemann & Zaccardo, 2015). Exposure to fitspiration posts 
has, however, been linked to lower levels of psychopathology than ‘thinspiration’ posts 
(Griffiths et al., 2018). It has also been found that viewing imagery focusing on body 
functionality rather than appearance failed to reduce negative impacts of social comparison 
on body image (Mulgrew & Tiggemann, 2018). The ways in which health messages are 
delivered therefore need careful consideration, including promoting the acceptance of 
different body types.  
Several participants in the present sample highlighted the stigma they experienced 
surrounding being overweight with an ED, and emphasised the need to ensure people 
struggling are aware of the services that are available to them. This implies that continued 
work towards improving education and reducing the stigma associated with EDs is needed, 
which it is theorised will contribute towards removing some of the barriers that stand 
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between those with EDs and treatment. The findings in this study also strengthen the claims 
by existing research that there is a lack of ED knowledge in some healthcare professionals, 
potentially due to insufficient training and resources (Reid et al., 2010). Healthcare 
professionals need to be able to recognise the signs of an ED and to know how to 
appropriately respond. In particular, there appears to be a need to improve referrals to 
specialised treatment for women with BED or to improve service provision in this area. Most 
importantly, ensuring that people feel their struggles are validated when they disclose for the 
first time is essential in reducing any shame or self-blame. Given the time it takes for those 
with an ED to accept they have an illness and seek help, it is also important that healthcare 
professionals take any concerns seriously and refer on for specialist ED treatment rather than 
trying to reassure and normalise symptoms that by that stage are likely to be entrenched. 
The findings that women with an ED often have a fear of disappointing others and are 
sensitive to feedback may have important clinical implications. Perceived criticism is likely 
to be interpreted as failure, and several women in the sample described the difficulty in 
coping with feelings of guilt related to letting people down when they were told by their 
therapist that they had not made enough progress. Furthermore, whilst some participants 
described being driven to receive compliments, implying that positivity and encouragement 
may help to maintain a good therapeutic relationship, others struggled with the perceived 
pressure compliments brought. This finding is consistent with the proposal that people with 
low self-esteem struggle to accept compliments as they contradict self-theories, and this 
dissonance can elicit concerns over failure to meet that level of perceived expectation (Kille 
et al., 2017). This proposal, in combination with the present findings, suggests the use of 
compliments and praise in treatment needs to be carefully considered and tailored to the 
individual to avoid activating cognitive dissonance and to achieve positive outcomes. 
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The need to please people, and subsequent fear of being an emotional burden to 
others, may also have important clinical implications, particularly for the therapeutic 
relationship. The findings illustrate that therapists need to carefully determine the level of 
personal information shared to build rapport, so clients feel comfortable sharing, but ensure 
clients don’t feel the relationship is too personal and fear their emotions will have a 
psychological impact. Although the relationship between client and therapist has been the 
topic of previous research (e.g. Graves et al., 2017), this aspect of establishing the right level  
of professional boundaries adds another dimension to theories of therapeutic alliance. 
Finally, fear of abandonment in EDs is an under-researched area, yet the present study 
found it to be an important factor. The findings provide support for the use of schema therapy 
within ED treatment. Preliminary findings have suggested schema-focused therapies, 
including the early maladaptive schemas of abandonment and self-sacrifice, yield promising 
results across all ED diagnoses, but that further research is still required (McIntosh et al., 
2016; Pugh, 2015). The conceptualisation of EDs stemming from a fear of abandonment, and 
the links this may have with other factors such as a drive for perfection, however, requires 
further research and development.  
 
5.8 Conclusion 
Through in-depth interviews with 18 women with lived experience of an ED, a wealth 
of data was collected, revealing each participant’s personal experience. Despite their 
individual journeys, there were a number of similarities and patterns across their stories. 
Using thematic analysis, seven themes were identified: perceptions of being in or out of 
control, “people always compliment you for losing weight”, difficulties in being one’s true 
self, judging oneself negatively in comparison to others, emotion regulation, misconceptions 
of what a ‘legitimate’ eating disorder looks like, and change in perspective.  
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The participant narratives highlighted an underlying presence of psychological 
factors, which were often exacerbated by social interactions. The multitude of factors 
perceived to be involved in their EDs– including low self-esteem, perfectionism, a fear of 
abandonment, a need for control, difficulty coping with emotions, compliments on their 
body, comparing themselves to others, and experiences of trauma– and the variations in each 
woman’s story, supports the prevailing view that AN, BN and BED are multifactorial with 
different causal and maintenance factors involved for different individuals. This study found 
a number of barriers that had to be overcome before being able to access treatment, for those 
with BN and BED in particular, meaning the ED was maintained for a prolonged period of 
time. Some participants described a lack of awareness of what was and was not normal 
behaviour with food, misconceptions about who can access treatment (particularly for people 
who were not underweight), and feelings of shame surrounding their behaviours. For some, 
once they had overcome personal barriers to ask for help, they encountered a second layer of 
obstacles in regards to health professionals, including insensitive responses, not taking them 
seriously, and not being referred for specialist treatment. When it is acknowledged that a 
large proportion of people who suffer from an ED do not receive treatment, increasing our 
understanding of these barriers so they can be removed is of utmost importance.  
Participant views of what was important in treatment often reflected those factors 
perceived to be involved in the onset or maintenance of an ED, such as a tendency to 
compare themselves to their peers and the risk of unhealthy competition in a shared treatment 
environment. Furthermore, perceptions of control, a fear of abandonment, reactions to 
compliments, perfectionism and coping with emotions were factors that reoccurred 
throughout the different stages of their EDs. For instance, the theme of control was 
considered to be a causal factor (having a need to feel in control), a maintenance factor (AN 
and BN served the function of increasing perceptions of being in control), a factor that should 
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be considered in treatment (allowing the client to be involved in decisions to ensure they do 
not feel treatment is out of their control) and important in recovery (realising the ED had 
taken over control as a catalyst). A fear of abandonment, for example, appeared to have 
contributed to self-uncertainty and self-sacrifice, (which were perceived to be involved in the 
onset of an ED), as well as a fear of being an emotional burden (maintaining the ED by acting 
as a barrier to seeking support and having implications for establishing the right therapeutic 
relationship for effective treatment). The benefit of researching causes, maintenance, 
treatment and recovery alongside each other, rather than in isolation, is therefore evident.  
In conclusion, participant narratives highlighted the complexity and individual nature 
of EDs, and therefore the difficulties involved in creating an effective treatment model. Areas 
for further research remain, but the findings from this study aid in taking a step closer to 








 The core aim of this thesis was to establish a better understanding of the key factors 
involved in the onset and maintenance of EDs, and factors that are linked to effective 
treatment and recovery, from the perspective of a New Zealand sample of women with lived 
experience of an ED. The findings were further explored by comparing ED diagnostic 
subtypes and recovery status. 
To address the aims and objectives, a mixed methods approach was taken. 
Conducting mixed methods research has a number of benefits, particularly for a complex 
topic like the one in question. Of particular importance here, the purpose was to triangulate 
findings and look for areas of commonality between the quantitative and qualitative results, 
therefore strengthening the validity of the findings from both methods through mutual 
corroboration (Bryman, 2006). Secondly, another key rationale for the use of mixed methods 
was complementarity; the opportunity to elaborate upon or enhance the results from one 
method by integrating with the result from the other method (Greene et al., 1989). In the 
present study, the findings from the participants’ narratives provided further details to explain 
some of the patterns identified in the quantitative data. Finally, all methods of data collection 
have their own weaknesses, so by combining both quantitative and qualitative methods the 
goal was to offset some of the weaknesses of each method through the use of the other 
(Johnson & Onwuegbuzie, 2004). As discussed in Chapter 5, the quantitative survey limited 
the causal and recovery factors examined to those predetermined by the researcher and did 
not have scope for participants to elaborate or provide context for their responses. The 
qualitative interview, however, allowed participants to provide a nuanced account of their 
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views and any factors they perceived as being relevant to their experience, without 
restriction. On the other hand, the qualitative research focused on a small number of personal 
narratives, whereas the quantitative study collected data from a wider range of participants 
which enabled for statistical comparison between groups.  
 In this PhD, a convergent design was used, meaning that both methods of data 
collection were conducted concurrently but separately, equally prioritised, and brought 
together for the final interpretation (Creswell & Plano-Clark, 2011). As explained in Chapter 
2, the two methodologies employed in this thesis are in line with the two assumptions of 
critical realism; that people experience their own individual social realities, as well as 
underlying mechanisms that cause events in an independent reality.  
This final chapter brings together and integrates the findings of the overall thesis. The 
weaving method of narrative integration (Fetters et al., 2013) was used to provide a 
comprehensive integration and discussion. The integrated findings are described here 
thematically and the results from both methods are presented together for each theme; 
weaving between quantitative and qualitative results in describing the findings that constitute 
each of the factors or concepts within each theme. Practical implications of the findings and 
directions for future research are then proposed.  
 
6.2 Narrative Integration 
 The weaving method of narrative integration, as outlined by Fetters et al. (2013), 
makes the assumption that the key findings have already been identified through appropriate 
analysis and the focus in on bringing these together and presenting the integrated findings. 
The process of integration was conducted in two stages. Firstly, the findings from both 
methods were summarised and presented alongside each other; a process for which Fetters et 
al. recommended using a joint display. Thus, a table was used with a row for each theme and 
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a column for each method, to visually display the quantitative findings beside the qualitative 
findings for each factor. This format helped to facilitate a comparison and interpretation 
incorporating both sets of findings. The summary of key findings from both methods can be 
found in Appendix K. 
 The second stage of the weaving integration is to present the integration by discussing 
each theme in turn, weaving between the quantitative findings and qualitative findings for 
each theme. Fetters et al. (2013) recommended using the format of the discussion by Classen 
et al. (2007) as a guide. Classen et al. (2007) presented each key finding in a separate section 
and structured each section by firstly stating the relevant quantitative findings, then the 
qualitative findings, then a comparison of those findings, and finally a brief discussion 
followed by any implications. The structure was used as a rough guide for the presentation of 
the narrative integration in this thesis. 
Overall, there was a high level of convergence in the results from each method, with a 
coherent narrative evident that consisted of some diagnostic variation. A range of factors 
were perceived to be of importance in the four stages of an ED focused upon in this thesis: 
onset, maintenance, treatment and recovery. Several factors identified appeared to reoccur 
throughout the course of an ED, but the role these factors played varied at each stage. The 
role of emotion regulation, for example, illustrates this latter point; being unable to 
understand and express emotions was perceived as a causal factor, being able to use the ED 
to cope with emotions maintained ED behaviours, and learning alternative coping strategies 
in treatment was perceived to be beneficial for recovery. Understanding the ways in which 
causal factors may be related to the maintenance of an ED and the response to treatment also 
has implications that may contribute towards recovery. These links between the different 
stages demonstrate the importance of viewing the course of an ED holistically. 
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In addition to factors reoccurring across onset, maintenance and recovery from an ED, 
several different factors also appeared to be interlinked. Consistent with the psychosocial 
framework, in the research here underlying psychological factors were perceived to influence 
the response to social stimuli and environmental adversity. The interplay between 
psychological and social factors appeared to be particularly important. This interplay can be 
illustrated, for example, with perfectionism and compliments; for participants with high 
perfectionism, receiving compliments on weight loss was seen as an achievement and acted 
as positive reinforcement for disordered eating behaviours. Compliments were also 
internalised as pressure to live up to those expectations or be considered a failure, which has 
implications for the use of praise and criticism in treatment for clients with high 
perfectionism. Whilst each psychological or social factor identified could be considered in 
isolation, a more detailed understanding of the experience of an ED is gained by considering 
these factors in relation to one another. 
 
6.2.1 Self-Esteem, Perfectionism, and the Impact on Compliments and Self-Comparisons 
Low self-esteem was the most frequently endorsed cause of an ED in the online 
survey and an increase in self-esteem was perceived as central to recovery. The notion of low 
self-esteem or low self-worth also featured heavily in the thematic analysis, reoccurring 
within and having a role in shaping a number of the themes identified. The relationship 
between low self-esteem and EDs has been well established in previous quantitative studies 
(e.g. Brockmeyer et al., 2013; Daley et al., 2008; Dunkley & Grilo, 2007) and qualitative 
research (e.g. Granek, 2007; Gulliksen et al., 2017; Rossotto et al., 1996; Tozzi et al., 2002). 
Furthermore, in the qualitative study, having low self-esteem and a low sense of self-worth 
was identified as contributing to, or appeared to be linked to, additional perceived causal 
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factors in AN, BN and BED, including a fear of abandonment (discussed later in this chapter) 
and perfectionism. 
Many interview participants, across all diagnostic groups, described themselves as 
perfectionists or spoke of striving for perfection as a perceived cause of their ED. The 
resulting sense of achievement made them temporarily feel better about themselves, 
supporting the notion that perfectionist tendencies may stem from an attempt to seek 
validation (Flett et al., 2014). In corroboration with the qualitative findings, the survey results 
also showed that the majority of participants endorsed feeling a pressure to succeed and be 
perfect as a cause of their ED. While having high standards is often seen as positive, clinical 
perfectionism can have serious negative consequences (Shafran et al., 2010). Clinical 
perfectionism has been well established in the literature as being linked to both the onset and 
maintenance of EDs (e.g. Bardone-Cone et al., 2007; Egan et al., 2011; Holland et al., 2013; 
Wade et al., 2016), particularly when in combination with low self-esteem (Lilenfeld et al., 
2000). Furthermore, maladaptive perfectionism has been found to be negatively correlated 
with self-esteem (Ashby & Rice, 2002). Low contingent self-worth (dependant on appearance 
and relationship status) and maladaptive perfectionism have been found to interact to predict 
levels of disordered eating (Bardone-Cone et al., 2017). Across both studies here, low self-
esteem or self-worth and high perfectionism were frequently perceived causes of an ED. 
Considered alongside existing literature, the qualitative findings here suggest low self-worth 
may drive perfectionist behaviours as a means of validation. 
In addition to a pressure to be perfect, participants in the quantitative study also 
endorsed “I felt pressure to be thin” as a cause of their ED. Interestingly, the qualitative 
findings diverged from the quantitative data here, with feeling pressure to look a certain way 
being perceived as a maintenance factor rather than a causal factor. This divergence could be 
due to the difficulty in differentiating between causal and maintenance factors using the 
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quantitative survey method; demonstrating the benefit of also utilising qualitative methods in 
which participants could elaborate further. Several interview participants described how a 
perceived pressure to be thin often stemmed from receiving compliments on their appearance, 
especially an initial weight loss. Compliments made participants feel good to begin with, 
driving their dieting behaviours to receive more. Compliments on appearance, however, were 
also perceived as evidence that women are judged based on their appearance, consistent with 
the complimentary weightism phenomenon (Calogero et al., 2009). Objectification theory 
also posits that women are socialised to view themselves as objects that are evaluated based 
on their physical appearance (self-objectification), through the sexual objectification of the 
female body (Fredrickson & Roberts, 1997). Further, research found that appearance-based 
compliments increased immediate mood but also increased body shame for participants with 
high self-objectification, suggesting that any focus on the body, even complimentary, can 
have a negative impact on body satisfaction (Tiggemann & Boundy, 2008).  
In the present study, the social factor of receiving compliments appeared to maintain 
disordered eating behaviours by both acting as a form of positive reinforcement and being 
internalised as pressure to maintain a thin appearance. Consistent with this proposal, previous 
research has reported that people with low self-esteem show greater affective reactions to 
positive feedback (Ilies et al., 2007), and internalise compliments as pressure to meet 
expectations that contradict their own self-theories (Kille et al., 2017). For people with 
perfectionism, the present research suggests that receiving a compliment may be perceived as 
an achievement and compliments on weight loss may promote the message that maintaining a 
low weight is one way to achieve perfection. Previous research has reported that reading 
compliments on the appearance of other women posted on social media increased body 
dissatisfaction (Tiggemann & Barbato, 2018), implying the impact of receiving an 
appearance-based compliment can extend to witnessing compliments paid to others. The 
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qualitative findings, therefore, suggest compliments on appearance can act as a maintenance 
factor in EDs, particularly for women with low self-esteem and high perfectionism, who may 
be sensitive to self-objectification, positive reinforcement and cognitive dissonance. As 
discussed in Chapter 5, the findings about the role of compliments in EDs have implications 
for the use of praise within treatment. 
Objectification has also been linked to social comparison, with women who are 
focused on their own appearance more likely to be attentive to the appearance of others and 
how they compare (Tylka & Sabik, 2010). In the qualitative study, it was identified that 
participants also had a tendency to compare themselves negatively to others, including peers 
and media imagery. Participants attributed social comparisons, particularly always judging 
themselves negatively, to both the onset and maintenance of their ED. The role of social 
comparison was not assessed in the quantitative study. Previous research has found a 
relationship between making appearance-focused comparisons, thin-ideal internalisation and 
increased body dissatisfaction (Myers & Crowther, 2009; Vartanian & Dey, 2013). Low self-
esteem (Tylka & Sabik, 2010) and high perfectionism (Pokrajac-Bulian et al., 2008) have 
both been linked to an increased tendency for self-comparisons. In particular, Bailey and 
Ricciardelli (2010) determined that having self-worth that was contingent on reaching certain 
standards was associated with making upward comparisons (comparing themselves to people 
who they consider to be better or more attractive). Furthermore, perfectionism has been 
correlated with negative self-evaluations from social comparisons (Wyatt & Gilbert, 1998). 
In combination with existing literature, the present findings therefore suggest that low self-
esteem and perfectionism may be underlying psychological factors that influence women to 
make social comparisons, particularly judging themselves negatively in comparison to others. 
The tendency to make negative self-comparisons also has potential implications for 
treatment which vary according to the diagnostic group. In the qualitative study, several 
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participants with AN perceived peer exposure during inpatient treatment as harmful to their 
recovery, due to their tendency to compare themselves to others and being in a competitive 
environment fuelled by perfectionism. Alternatively, women with BED felt they benefited 
from a shared peer environment as it helped them to realise they were not alone. Similarly, in 
the online survey, participants with BED more frequently endorsed support groups and 
organisations as being helpful in recovery than participants with AN and BN. 
Notwithstanding the probable service provision difference (where less individual treatment is 
available to those with BED), the qualitative findings supported and elaborated upon the 
survey results, indicating diagnostic differences in the perceived helpfulness of group support 
may be due to different impacts of peer exposure. Findings from the present research support 
previous observations that shared peer environments for AN can, at times, foster competition 
and bad habits (Colton & Pistrang, 2004; Offord et al., 2006) but can help women with BED 
feel less isolated (Higgins Neyland & Bardone-Cone, 2019). Thus the tendency to make 
negative social comparisons may be an isolating experience for women with BED that 
benefits from peer support, but may foster competition in AN. 
 
6.2.2 Fear of Abandonment and Suppression of True Self 
 A low sense of self-worth also appeared to underpin a fear of abandonment and a 
subsequent struggle to show their true self to others. Supressing their true self for fear of 
being abandoned was described as impacting upon relationships with others, which had 
implications for the onset, maintenance and treatment of AN, BN and BED.  
Many participants in the qualitative study described a fear of abandonment being a 
causal factor for their ED, which appeared to stem from not feeling good enough for the 
affections of others. For these participants their fears resulted in hiding their true selves, 
putting the needs of others before their own in an attempt to please people, and neglecting 
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their own self-care; behaviours that caused further distress they then had to cope with. 
Although maladaptive schemas, including abandonment and self-sacrifice, have been found 
to be associated with EDs (Jones et al., 2007; Waller, 2003), fear of abandonment in EDs has 
only briefly been touched upon in the qualitative literature (Leavy et al., 2011). The role 
many participants, across all diagnostic groups, perceived their abandonment fears to play in 
the onset, maintenance and treatment of their ED only became evident through the qualitative 
methods. These findings provide a valuable contribution to the limited literature on this topic. 
As a result of their fear of being abandoned and need to please people, many 
interview participants also described how they supressed, rather than shared, any struggles as 
they feared letting people down and being an emotional burden. This qualitative finding may 
also be reflected in the quantitative study, as almost two thirds of participants in the online 
survey endorsed having no-one to share their innermost thoughts and feelings with as being a 
causal factor in their ED. Given this finding, a fearful avoidant adult attachment style, 
characterised as a desire for intimacy but avoidance of close relationships through fear of 
rejection and viewing the self as unworthy (Bartholomew, 1990), may be an influence in the 
onset of EDs. Together, these findings also indicate that the participants felt unable to access 
social and emotional support as a coping mechanism, consistent with findings by Bloks et al. 
(2001), and felt unable to ask for help, maintaining their ED. The role of lacking social 
support as a coping strategy in the maintenance of an ED may support the teaching of healthy 
coping strategies in treatment.  
Furthermore, the qualitative findings indicated that concerns over abandonment and 
being an emotional burden were relevant to relationships with medical professionals and 
therapists in treatment, as well as participants’ social network. Establishing a strong 
therapeutic relationship was important, with building trust a key component before 
participants felt able to show their true self to their therapist. Of note, maintaining 
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professional boundaries and the right level of empathy was also important to reduce concerns 
about their story and struggles impacting on the wellbeing of the therapist. Unexpectedly, the 
quantitative results diverged slightly from the qualitative finding here, with only half of the 
survey participants endorsing “good relationship with treatment team” as a recovery factor. 
Although the importance to clients of having a good therapeutic relationship has been 
previously documented (e.g. Button & Warren, 2001; Fox & Diab, 2015), Graves et al. 
(2017) concluded that additional factors such as the type of treatment may mediate the 
relationship between the level of therapeutic alliance and treatment outcome. Additionally, a 
good therapeutic relationship has been linked to other factors established within the treatment 
efficacy literature, such as self-motivation (Geller et al., 2011).  
 
6.2.3 Control, Emotion Regulation and the Impact of Trauma 
The role of control throughout the course of an ED was established using both 
methods, with some important diagnostic variations evident. Participants with AN and BN 
perceived their ED as helping them feel a sense of control in their life, which they believed 
caused (and in the qualitative data, maintained) their disorder. In the quantitative analyses, 
participants with BED were significantly less likely to endorse this as a causal factor. 
Considering this quantitative data alone, this might suggest that control plays a lesser role in 
BED than in AN and BN. It was identified in the qualitative study, however, that participants 
across all diagnostic groups spoke of having a need to feel in control, similar to the findings 
of Surgenor et al. (2003). 
The qualitative findings further suggested that the participants with AN and BN 
regained the perception of having control by restricting what food entered, or using 
compensatory behaviours to control what food remained, in their body (consistent with Slade, 
1982). In contrast, women with BED spoke of feeling out of control of their binge eating and 
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that this caused additional distress. These women then responded to their distress by using 
their ED to self soothe, consistent with the theory proposed by Carson (2016) and linking to 
emotion regulation. Consequently, these results suggest the role of control is complex, and 
the desire to feel in control is important in treatment for BED as well as AN and BN. Women 
with BED appeared to be trapped within a cycle in which food acted as both a source of 
comfort and distress, mirroring the voices of participants in previous research into the 
experiences of living with obesity (Rand et al., 2017). Despite the diagnostic differences, 
distress at feeling out of control was a consistent theme across all EDs, which also has 
implications when delivering treatment (which are discussed in section 6.3). 
 Using the ED as a means to self-soothe or to cope with the negative emotions 
resulting from feeling out of control also implies difficulties in coping with negative 
emotions in healthy ways. The subject of emotion regulation featured heavily in both studies, 
spanning the onset, maintenance, treatment and recovery of EDs. In the online survey, the 
second most frequently endorsed potential cause of an ED was participants’ belief that it 
helped them cope when feeling stress or other negative emotions. Correspondingly, nearly 
two thirds of participants endorsed being able to express and cope with negative emotions in 
alternative ways as a recovery factor. These findings were reflected in the narratives of 
interview participants, constituting the theme ‘emotion regulation’. These participants 
explained how they struggled to understand and cope with emotions, and how their 
relationship with food became imbedded as a coping strategy, maintaining these ED 
behaviours. Participants with AN, BN and BED described using food to feel in control, 
trigger feelings of comfort or distract from negative emotions. Findings from both methods 
therefore converged in indicating that women with emotion regulation difficulties were at 
risk of developing an ED as a way of coping, consistent with existing research (e.g. 
Brockmeyer et al., 2014; Harrison et al., 2010). Teaching healthy alternative coping 
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strategies, as is done in therapies like CBT-Eb (Fairburn et al., 2009) and MANTRA 
(Schmidt et al., 2014), is likely to help to alleviate these difficulties.  
Both a desire to feel in control and emotion regulation difficulties appeared to impact 
upon the response to experiencing trauma. In the quantitative study, just over half of the 
survey participants endorsed a traumatic event or experience as being a cause of their ED; 
lower than expected. This proportion is similar to estimates of trauma prevalence in the New 
Zealand population (Flett et al., 2002), rather than higher than the general population. This 
finding may, however, reflect the proportion of participants who perceived trauma to be a 
cause rather than the prevalence of trauma in the sample. The majority of participants in the 
qualitative study spoke of at least one form of distressing event or experience, although not 
all saw the experience as a direct cause of their ED. Instead, these participants described the 
difficulties they had in coping with the emotions, triggered by the experience, as contributing 
to their ED. Furthermore, experiencing trauma often left participants feeling powerless and 
intensified the need to regain a sense of control. Kearney-Cooke and Striegel-Moore (1994) 
concluded from their review that trauma often feels uncontrollable and by controlling food 
and appearance, amongst other things, it can increase feelings of control and competence. 
Using the ED as a way to cope when faced with distress, or to regain a perceived loss of 
control, implied the ED was serving an affect regulation function. Participants’ narratives in 
the qualitative study indicated that, across all diagnostic groups, their ED was perceived to 
have a positive function and that this was a strong maintenance factor.  
Several interview participants stated that realising the negative impacts of their ED 
outweighed the perceived benefits was important for their recovery. In the quantitative 
analysis it was evident that participants were less likely to be in the recovered category if 
they perceived their ED helping them to cope was a causal factor. The findings from both 
methods therefore converged in indicating that relinquishing the idea that an ED serves a 
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positive function was an important step in being able to move towards recovery for all 
diagnostic subtypes. Previous qualitative research with participants who stated they wished to 
maintain their AN found that while they recognised AN as a disease that was negatively 
impacting on their health and wellbeing, they strongly valued the perceived functional role it 
served (Williams & Reid, 2010). Targeting the valued role of the ED is part of some 
treatments for AN e.g. MANTRA (Schmidt et al., 2014), and, as discussed elsewhere, the 
present findings confirm the importance of including a focus on relinquishing the positive 
function of the ED in treatment for BN and BED, as well as AN. 
 
6.2.4 Barriers to Treatment and Recovery 
In the quantitative study it was evident that participants with BED and BN were more 
likely than participants with AN to endorse being bullied or teased about their weight or 
appearance as a cause of their ED. In contrast, there were no clear diagnostic differences 
evident in the qualitative study, and bullying was not a frequently perceived cause. Some 
interview participants with BED and BN did, however, describe feeling a stigma attached to 
being overweight that fostered feelings of shame. These feelings of shame and a fear of 
encountering further stigma acted as a barrier to help seeking. Previous research has 
identified a high level of stigma towards EDs within society and some health professionals 
(Ali et al., 2017), particularly for BED, which has been viewed as a self-discipline rather than 
medical issue (O’Connor et al., 2016; Reas, 2017). Previous research has also suggested a 
high level of stigma towards BN, particularly for those who are overweight (Galbraith et al., 
2019). Fear of the stigma, lack of awareness of treatment availability, and self-shame were 
the most prominent barriers to treatment seeking in Hepworth and Paxton (2007)’s study with 
a sample of participants with BN and BED. Goss and Gilbert (2002) have proposed that the 
role of shame may be greater in BN and BED, as people with AN can tend to feel a sense of 
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pride in their ability to restrict. When considered alongside social pressures surrounding 
being overweight, such as obesity stigma (Greenberg et al., 2003) and fat shaming (Chou et 
al., 2014; Hussin et al., 2011), it appears that stigma, shame and fear of further judgement can 
be a strong barrier to help seeking that is particularly relevant for women with BN and BED.  
When asked about their experiences of treatment, the majority of interview 
participants, particularly those with BED and BN, began by recounting the barriers they had 
experienced when attempting to access treatment. This barriers aspect, in the journey from 
onset to recovery from an ED, would have been overlooked if conducting the quantitative 
study alone as it was not anticipated to have been as ubiquitous when designing the survey. In 
addition to shame, other barriers described by participants included not realising they had an 
illness, not realising they were entitled to treatment, and medical professionals not 
recognising signs or not taking concerns seriously. These findings align with existing 
research which has proposed that barriers to treatment are underpinned by a lack of 
awareness and understanding of the different types of EDs within society (O’Connor et al., 
2016) and limited resources and training for the healthcare sector (Reid et al., 2010; Surgenor 
& Maguire, 2013). This parallel between the findings in the present study and previous 
research implies that the participants’ perceptions of stigma and a lack of knowledge of EDs 
are a true reflection of the state of understanding of EDs in society, which has implications 
for the improving access to treatment (see section 6.4). 
 In the qualitative study, several women explained that understanding the reasons 
behind their illness helped to remove shame and self-blame, which was described as lifting a 
burden and reducing self-criticism. In both studies here, participants perceived it to be very 
important to tackle underlying psychological causes in the treatment of EDs. Numerous 
participants spoke of ways in which alleviating the impacts of perceived psychological causal 
factors, including perfectionism and difficulties in coping with emotions, was beneficial for 
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recovery. In the quantitative study it was found that tackling underlying causes was the 
second highest ranked recovery factor. However, there were no strong correlations between 
endorsement of the causal factors of self-esteem, control and coping with emotions, and 
endorsement of addressing those factors in recovery. It could therefore be inferred that, 
although clients benefit from having a greater understanding of the reasons behind their ED, 
treatments that focus on breaking down factors maintaining the ED may have a greater 
impact on recovery. 
The findings in the present study, that low self-esteem, perfectionism and emotion 
regulation were prominent factors throughout EDs, are consistent with Fairburn et al. 
(2003a)’s transdiagnostic theory of the maintenance of EDs. This theory incorporated an 
over-evaluation of weight and shape, clinical perfectionism, low self-esteem, mood 
intolerance and interpersonal difficulties, and was the basis for CBT-Eb. There is abundant 
evidence for the efficacy of CBT for the treatment of EDs; CBT-E (e.g. Linardon et al., 2017; 
Waller, 2016a). As discussed earlier in this thesis, CBT-Eb was found to be more effective 
than CBT-E for those in which the factors were deemed to be present but less effective for 
individuals for whom the targeted maintenance factors were not relevant (Fairburn et al., 
2009). This finding demonstrates that not everyone requires the same level of complexity in 
treatment. In the transdiagnostic theory it is proposed that the same core psychopathology 
underpins all EDs (Fairburn et al., 2003a). While the present project established a number of 
similarities between AN and BN, and across EDs as a whole, there were also some areas (e.g. 
weight stigma and bullying) in which BN was more closely aligned with BED. Furthermore, 
individual differences among participants within the same diagnostic group were evident. 
Due to the heterogeneity of each ED, is proposed that treatment needs to incorporate what 
each individual thinks is important to maximise engagement, and provide the relevant level 
of complexity to address the key maintenance factors present for each individual. In addition 
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to the core elements of treatment, therefore, flexible treatment packages are likely to offer the 
most effective option. 
Another factor that was identified as important for recovery was self-motivation; 
although this was an area of divergence between study methodologies. In the quantitative 
data, self-motivation was the most frequently endorsed recovery factor and was the strongest 
predictor of being in the recovered category. However, self-motivation was not emphasised 
by the interview participants. When asked about important factors for effective treatment and 
recovery, interview participants mainly discussed external factors rather than considering 
their own attributes to be an influence, possibly representing an external locus of control or 
lack of sense of agency. When prompted however, by asking about this option specifically on 
the survey, self-motivation was identified as a key recovery factor. As such, the research here 
supports the notion that self-motivation does appear to be an important aspect for recovery. 
As discussed in Chapter 4, trials using motivational interviewing (Knowles et al., 
2013) and motivational enhancement therapy (Treasure et al., 1999) failed to demonstrated 
their worth over other types of treatment. A study into readiness and motivation therapy 
found readiness to change did not appear to improve but levels of ambivalence towards their 
ED did reduce (Geller et al., 2011). The inclusion of a strong therapeutic alliance was 
concluded to have contributed to the improvements seen in both the motivational 
enhancement therapy and the readiness and motivation therapy (Geller et al., 2011; Treasure 
et al., 1999). Geller and Dunn (2011) proposed integrating motivational interviewing into 
CBT, to build a strong therapeutic alliance through gaining an understanding of the client’s 
feelings towards change and mutually agreeing treatment goals dependent on readiness. The 
findings of the present study support those latter studies in noting the importance of attention 
to the therapeutic relationship and attending to client motivation and perspectives. The 
present findings are also consistent with the self-determination theory (Ryan & Deci, 2000), 
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which states that autonomy, connectedness and competence increase motivation. Considered 
together, this indicates that establishing a good therapeutic relationship, ensuring the client 
feels a sense of control over their treatment and increasing self-esteem is likely to increase 
self-motivation and thus the likelihood to recover. Further research is required to explore 
these ideas. 
 
6.2.5 A Psychosocial Model 
During the process of this narrative integration, several factors were identified that 
were particularly important throughout the course of an ED, contributing to onset, 
maintenance, treatment and recovery. To further aid in explaining the integrated findings, a 
psychosocial model was developed (see Figure 2). The model illustrates each of the 
psychological causal factors identified, alongside the social factors they were perceived to 
have influenced responses to. Considered together, these psychosocial processes were 
perceived to contribute to the onset of an ED. With reference to Figure 2, flowing from left to 
right across the different stages of an ED, the model illustrates how these psychosocial causal 
factors were linked to the maintenance of an ED, had implications for treatment, and 
influenced recovery. The existence of barriers that interrupt the ability to access treatment 
and achieve recovery are also represented in the model in Figure 2. Links between causal 
factors are also demonstrated, with some of these links occurring between themes. Further, 
findings from the quantitative study only, the qualitative study only, and where the findings 
from both methods converged are highlighted in the model. 
Six key psychological factors were identified that appeared to increase the likelihood 
of developing and maintaining an ED, and had implications for treatment. Firstly, low self-
esteem or low self-worth was linked to high perfectionism, both of which were factors that 
increased the tendency to make negative self-comparisons; a factor considered to contribute 
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to onset and maintenance of an ED. Low self-esteem, low self-worth and high perfectionism 
also appear to influence the response to receiving compliments; compliments can act as 
positive reinforcement for initial weight loss behaviours and as a pressure to maintain a lower 
weight. The tendency to compare to others has implications for the management of peer 
exposure in treatment and the influence of compliments has implications for the use of praise. 
Low self-esteem and low self-worth were also connected to a fear of abandonment, 
and acting as a people pleaser to try and appease these feelings. Fear of abandonment 
influenced behaviours in social situations, influencing the suppression of one’s true self and 
needs; factors perceived to contribute to the onset of an ED. The impact of these 
psychological aspects on relationships meant the ability to use a social support network as a 
coping strategy was lacking, which contributed to the maintenance of the ED. The difficulty 
in accessing social support demonstrated the importance of establishing a strong therapeutic 
relationship, as well as focusing on skills to improve interpersonal relationships. 
A desire to feel in control and difficulties in regulating emotions were also considered 
to be psychological causal factors, both of which were further exacerbated when faced with 
trauma or distress. The ED then became embedded as a strategy to cope with negative 
emotions and feelings of being out of control. The perception that the ED served a positive 
function was a strong maintenance factor, a perspective that was seen as important to change 
for recovery to occur.  
The importance of having self-motivation for recovery was also demonstrated, 
highlighting the need to address motivation in treatment. Finally, low self-esteem, high 
perfectionism, a fear of abandonment, being a people pleaser, control and emotion regulation 
difficulties contributed, albeit in different ways, to the maintenance of an ED. The 
implications of this are that concentrating on addressing these factors in treatment is likely to 






Figure 2: Psychosocial model of the key factors identified as contributing to the onset, maintenance, treatment and recovery of EDs, from the 
perspective of women with lived experience. Arrows illustrate the links between factors, particularly psychological factors and social stimuli, 
and the implications of these psychosocial factors at each stage.  
 
Notes: Diagnostic differences are shown using a dotted line. Findings from a convergence of both methods are in bold, findings from qualitative data are in 




In summary, this thesis identified a number of psychosocial factors that featured 
throughout an ED, from the perceptive of participants with lived experience. The findings 
demonstrate that EDs are influenced by a range of different factors, supporting multifactorial 
models of EDs. The integrated findings from the quantitative and qualitative studies were 
incorporated into a psychosocial model illustrating the key factors identified, and the 
influence at each stage of the ED (onset, maintenance, treatment and recovery). Several 
diagnostic differences are also highlighted in the model, as the findings demonstrated the 
importance of not theorising that all factors of importance in EDs are transdiagnostic. These 
findings have a number of implications for the prevention and treatment of EDs, as well as 
future research, which are discussed below.  
There was a high level of coherence when integrating the qualitative and quantitative 
findings, with the ‘fit’ of the integration being a mixture of confirmation and expansion 
(Fetters et al., 2013). The two methods provided similar results, supporting the conclusions 
drawn from each method and, in some cases, the two methods together expanded the level of 
insight. For example, with the role of control, the qualitative data provided a greater level of 
detail which allowed a more nuanced understanding of the quantitative analyses. The main 
area of divergence was the amount of emphasis placed on the importance of self-motivation 
for recovery. The inductive nature of the qualitative study allowed for additional factors to be 
explored that were not examined in the quantitative study, particularly barriers experienced 
when seeking treatment. Overall, the most findings were corroborated through both methods. 
 
6.3 Strengths and Limitations of the Mixed Methods Design 
 Using a mixed methods approach was a key strength of this research project for a 
number of reasons, which have been previously discussed throughout this thesis but are 
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recapped here. Firstly, some of the weaknesses of one method, such as the restriction of the 
quantitative survey to predefined factors, were able to be offset through the use of the other 
method; in this case asking broad open-ended interview questions. Next, the convergent 
design, in which both studies were conducted concurrently, enabled the triangulation of 
findings from the two separate studies. Triangulation of the findings from each method 
strengthened the conclusions drawn as there was a high level of convergence. Finally, in the 
mixed methods integration, the findings from the qualitative study provided an in-depth 
account that elaborated upon some of the quantitative results, enhancing the overall findings 
and aiding a greater understanding of a complex topic. 
  Although the concurrent mixed methods design utilised had a number of strengths, it 
also had limitations. Conducting each study separately and concurrently  meant some topics 
were not explored in both studies, restricting the ability to corroborate those findings or to 
seek further explanation through the alternative method. An alternative approach would have 
been to use a sequential design, in which the qualitative study was conducted first, and the 
findings then used to inform the survey measures. Taking this approach may have provided 
further findings relating to certain topics that were only identified through the qualitative 
study, such as fear of abandonment, fear of being an emotional burden, and different barriers 
to treatment. These factors could then been quantitatively analysed to determine any 
significant differences between diagnostic groups. Alternatively, conducting the quantitative 
study first would have enabled clarifications on reasonings behind survey responses to be 
sought from participants in the following qualitative study, such as asking participants for 
their views on the role of self-motivation. In the time constraints of the present thesis, 
however, a sequential design would have reduced the recruitment period for each study, 
potentially adversely impacting on the sample size. The concurrent design used maximised 
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the data collection periods for each study and triangulation of findings is strengthened by 
conducting each study independently. 
 
6.4 Implications 
The findings from this project have a number of implications for the prevention of 
EDs and clinical implications for treatment. Overall, the research demonstrated that EDs are 
complex illnesses, with a range of psychological and social causal factors that also need to be 
considered during treatment, contributing to the psychosocial theories of EDs. The links 
established between perceived causal factors and important elements of treatment, for 
example the impact of compliments and the use of praise in treatment, also have implications 
for the importance of considering EDs holistically rather than taking a siloed approach and 
theorising each aspect of an ED or factor involved in isolation. 
As mentioned in Chapter 5, acceptance of different body types promoted through 
media imagery, and a reduction in stories published by the media that compliment women for 
weight loss, are recommended to remove the constant focus on a thin-ideal body type. In 
recognising the difficulty to sustain any lasting influence over media messaging, it may be of 
benefit to consider implementing media literacy interventions in schools, prior to the high 
risk age for developing an ED. Delivery of a media literacy programme, Media Smart 
(targeting media internalisation, investment in societal ideals and resisting social pressures), 
has demonstrated reductions in shape and weight concern, body dissatisfaction and dieting 
(Wilksch & Wade, 2009; Wilksch et al., 2015). Results from the present study support the 
importance of these types of programmes, as well as education about different body types, to 
reduce the impact of the internalisation of societal ideals, potentially acting as a prevention 
strategies for the development of EDs. 
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It is also important to continue to educate the public about the different types of EDs 
beyond AN and to break the stigma attached to EDs, such as the work by The Academy of 
Eating Disorders who have disseminated documentation globally dispelling myths about EDs 
(Schaumberg et al., 2017). Working towards improving the knowledge of the general public 
may also help the family and friends of people who may be in the early stages of an ED to 
recognise the signs, know how to respond and know the best way to offer support. As 
discussed in Chapter 5, the findings in this research, along with existing research (e.g. Ali et 
al., 2017; O’Connor et al., 2016), demonstrate the importance of gaining a better 
understanding of how factors such as stigma and a lack of understanding of EDs (in health 
professionals as well as the public) are acting as a barrier to treatment access. The present 
findings suggest that further research is required to better understand how to break down 
these barriers. Considering the low proportion of people with EDs estimated to receive 
treatment, it is crucial to make access to treatment as easy as possible.  
Within treatment, encouraging a sense of autonomy is important in addressing the 
need to feel a sense of control for people with an ED. Building on the findings of 
Vandereycken and Vansteenkiste (2009), that dropout rates reduced when inpatients were 
given a choice on entering treatment, findings in the present study highlight the importance of 
listening to client views and enabling their involvement in decisions whenever possible. 
Furthermore, using the self-determination theory (Ryan & Deci, 2000), therapists applying an 
autonomy-supportive style to their treatment of depression were found to increase 
autonomous motivation and generate more positive outcomes (Zuroff et al., 2007). Along 
with incorporating motivational enhancement techniques into treatment, as discussed in 




The integrated findings here also support the use of treatment programmes that 
incorporate optional modules designed to increase self-esteem, reduce perfectionism, and aid 
emotion regulation (such as CBT-Eb and MANTRA). Focusing directly on maintenance 
factors appears to assist recovery, with the caveat that maintenance factors vary among 
individuals and thus require personalised treatment plans. Regardless of ED diagnosis, 
participants perceived tackling the underlying causes of their ED to be of importance. It is 
therefore recommended, even if treatment is tailored to focus on maintenance factors, that the 
underlying causes identified by the client are also taken into consideration for a number of 
reasons. Firstly, understanding the reasons behind their illness may remove self-blame and 
shame. Next, the client’s perception of the causes of their ED may impact on their views of 
treatment credibility, which could impact on adherence (Petrie et al., 2008) and/or dropout 
(Jordan et al., 2017). Finally, acknowledging the client’s views of causes, maintenance and 
treatment decisions may also help them feel involved in treatment, similar to the implications 
surrounding autonomy, and therefore engage more effectively. 
 The integrated findings surrounding emotion regulation provide support to the body 
of literature that states teaching healthy coping strategies should be included within ED 
treatment (e.g. Fairburn et al., 2009; Schmidt et al., 2014). Within inpatient treatment for AN, 
although teaching healthy coping strategies is often already incorporated, participants in the 
present qualitative study felt that this needed to begin immediately on admission to provide 
sufficient psychological support for the very stressful but necessary focus on weight 
restoration. Furthermore, although preparation for life post-discharge is likely to be present 
already in some inpatient programmes, participants with AN in the present sample also stated 
that this needed a greater focus, including less structured mealtimes. Although it is a 
recognised issue, the participants’ narratives also emphasised the need for greater 
consideration to be given to minimising the negative consequences of peer exposure during 
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the early stages of inpatient treatment for AN. It appears that being in an environment with 
peers who are also struggling can foster an unhealthy competitive environment and so this 
needs close monitoring. Of note, being exposed to people who were further along the 
recovery journey was considered helpful, as it demonstrated that recovery is possible. It is 
therefore suggested that incorporating the sharing of stories from clients who have recovered 
may be a beneficial element to treatment of AN, BN and BED. 
Additionally, as discussed in Chapter 4, diagnostic differences found in this research 
imply that there should be some variation in treatment based on ED diagnosis. These 
differences include programmes for women with BED having a greater focus on food and 
body image, and group therapy and peer support being recommended for BED, alongside 
individualised treatment plans. The diagnostic specific findings suggest that EDs should not 
be considered under one transdiagnostic theory of onset and maintenance. It needs to be 
acknowledged that there are clear differences in the experiences of women with AN, BN and 
BED, and thus, research needs to distinguish between these groups before generalising or 
applying theory across all diagnoses. 
One area in which diagnostic differences were identified was in the role of control. 
For women with BED, it appears that they struggle with feeling out of control, similar to AN 
and BN, but this feeling is intensified by their ED rather than relieved. The only way they 
feel they can then cope with this distress is to use their BED to make themselves feel better. 
Whilst control is a well-established concept in AN (Slade, 1982; Surgenor et al., 2003; 
Surgenor et al., 2002), the cyclic notion of control for women with BED proposed here is 
under-researched and may be an important contribution to the theory underpinning the 
maintenance of BED. 
 
6.5 Future Research 
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 There are a number of avenues proposed for future research based on the present 
project. It would be of interest to extend the scope of the present research to include male and 
gender diverse participants, to gain an insight into the perspectives and experiences of these 
under-researched groups, which could have implications for treatment. The scope could also 
be extended to explore any differences between participants with a single ED diagnosis and 
those with multiple diagnoses. The project could also be replicated in other countries outside 
of New Zealand. Furthermore, utilising a longitudinal design in future research, in which 
participants complete the quantitative survey and qualitative interview at multiple follow-up 
intervals, could investigate fluctuations in perceptions over time. In particular, this would 
allow any changes in an individual’s perception related to their stage of recovery to be 
explored.  
 Based on the findings in this project, there were several factors identified that warrant 
further examination. The concept of a fear of abandonment has only been touched upon in the 
ED literature to date. The present study found this to be an important causal factor that also 
appeared to influence processes such as identity suppression and self-sacrifice, which had 
implications for maintenance and treatment. Further research into the psychological and 
social impacts of a fear of abandonment, how these impacts may relate to the etiology of 
EDs, and implications for treatment (such as the therapeutic relationship and the use of 
schema therapy) may be beneficial. Additionally, further research into identity suppression in 
EDs, and the possible link to a loss of self-identity and regaining that sense of identity from 
an ED may be of interest. As discussed, AN being considered as part of one’s identity has 
featured within existing literature, however the research in this area is lacking for BN and 
BED. 
 Results from the present study indicated self-motivation to be an important factor in 
recovery, however in terms of improving treatment outcomes, evidence for the effectiveness 
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of a therapy to enhance self-motivation and readiness for change appears contradictory. 
Studies in which there was no significant difference found between the control and test 
groups still implied there may be some benefits. Future research is needed to increase our 
understanding of the processes involved in increasing self-motivation to change for people 
with an ED so that this can be further integrated into therapy and hopefully enhance recovery 
processes. 
Furthermore, the findings in relation to the role of receiving compliments in the onset 
and maintenance of an ED, and the implications this may have for the use of compliments or 
praise in treatment, warrants further research. Psychological traits such as self-esteem and 
perfectionism may influence an individual’s response to praise in treatment, and improving 
our understanding of these potential influences may have implications for treatment efficacy. 
 Finally, the findings in this project suggested that the women with BED differed to 
those with BN and AN in a number of ways, including in relation to control, body image, 
stigma, access or barriers to services and their views on a shared peer environment. Research 
into the experiences of BED is an area that is limited in comparison to AN and BN, 
especially qualitative research, and therefore BED and the ways in which it differs from AN 
and BN would benefit from being the focus of future research. 
 
6.6 Conclusion 
This mixed methods thesis explored perceived causal, maintenance, treatment and 
recovery factors in EDs, from the perspective of women with lived experience. Their 
experiences and perceptions were explored quantitively in an online survey and qualitatively 
with in-depth interviews, providing a valuable insight into a complex group of disorders. 
Utilising a mixed methods design allowed for the statistical comparison of the perceptions of 
a wide range of factors, while also capturing a detailed picture of individual experiences and 
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variations dependant on context that would have been unobserved by a quantitative study 
alone. The high level of convergence between the findings from the quantitative and 
qualitative studies strengthens the results and subsequent implications. The research also 
contributes to the very limited qualitative work on the experiences and perceptions of women 
with BED. The findings provide some thought-provoking new insights into the experiences 
of these women, whilst supporting and expanding upon existing research, and having 
implications for clinical practice and preventative initiatives. 
 The complex nature of EDs was evident, with a multitude of psychological and social 
factors contributing to the onset and maintenance. Despite some similarities between the 
diagnostic groups, the variations found reinforce the importance of considering AN, BN and 
BED as separate illnesses, both in research and during treatment. Furthermore, the individual 
differences evident in the participants’ narratives demonstrate the importance of considering 
each person’s unique circumstances. Many of the psychosocial causal and maintenance 
factors established also had implications for treatment, whether directly by implementing 
programmes designed to alleviate underlying factors, or in the way in which treatment is 
delivered, such as the peer environment. The interconnectedness among the onset, 
maintenance, treatment and recovery of an ED emphasises that, while separate constructs, 
there is significant value in considering the journey of an ED holistically. The integrated 
findings were therefore incorporated into a comprehensive psychosocial model illustrating 
the factors perceived to be important across the stages of an ED. 
 In terms of treatment, participants had a range of experiences. Importantly, 19.5% of 
survey participants had not received specialised treatment, including nearly half of the 
participants with BED. Furthermore, the majority of interview participants had encountered 
barriers when attempting access help with their ED. Clearly, there remains a need to make the 
access to services easier for those with EDs, especially for BN and BED. The main finding in 
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relation to recovery was the overarching concept of a change in perspective, whether this 
applied to their views of themselves, their ED, or of treatment. Extending beyond individuals 
with EDs, it is clear that changing societal belief systems that contribute to either the onset or 
maintenance of EDs needs to be a core preventative measure.  
In conclusion, this project provides the first comparison of the perceptions of women 
with AN, BN and BED, from the onset of their illness and maintenance of their behaviours, 
to treatment experiences and recovery factors. The findings and implications from this thesis 
therefore provide a valuable and unique contribution to increasing our knowledge of EDs and 
stimulating new areas of research to further our understanding, to continue to improve the 
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Agüera, Z., Krug, I., Sánchez, I., Granero, R., Penelo, E., Peñas-Lledó, E., Jiménez-Murcia, 
S., Menchón, J. M., & Fernandez-Aranda, F. (2012). Personality changes in bulimia 
nervosa after a cognitive behaviour therapy. European Eating Disorders Review, 
20(5), 379-385. https://doi.org/10.1002/erv.2163 
 
Ali, K., Farrer, L., Fassnacht, D. B., Bauer, S., & Griffiths, K. M. (2017). Perceived barriers 
and facilitators towards help-seeking for eating disorders: A systematic review. 
International Journal of Eating Disorders, 50(1), 9-21. 
https://doi.org/10.1002/eat.22598 
 
American Psychiatric Association. (2006). Practice guideline for the treatment of patients 




American Psychiatric Association. (2013). Diagnostic and statistical manual of mental 
disorders: DSM-5. (Fifth ed. ed.). American Psychiatric Association. 
 
Anderluh, M. B., Tchanturia, K., Rabe-Hesketh, S., & Treasure, J. (2003). Childhood 
obsessive-compulsive personality traits in adult women with eating disorders: 
 
 231 
defining a broader eating disorder phenotype. American Journal of Psychiatry, 
160(2), 242-247. https://doi.org/10.1176/appi.ajp.160.2.242  
 
Arcelus, J., Mitchell, A. J., Wales, J., & Nielsen, S. (2011). Mortality rates in patients with 
anorexia nervosa and other eating disorders. Archives of General Psychiatry, 68(7), 
724-731. https://doi.org/10.1007/978-981-287-087-2_123-1 
 
Ashby, J. S., & Rice, K. G. (2002). Perfectionism, dysfunctional attitudes, and self-esteem: A 
structural equations analysis. Journal of Counseling & Development, 80(2), 197-203. 
https://doi.org/10.1002/j.1556-6678.2002.tb00183.x 
 
Atiye, M., Miettunen, J., & Raevuori-Helkamaa, A. (2015). A meta-analysis of temperament 
in eating disorders. European Eating Disorders Review, 23(2), 89-99. 
https://doi.org/10.1002/erv.2342 
 
Bailey, S. D., & Ricciardelli, L. A. (2010). Social comparisons, appearance related 
comments, contingent self-esteem and their relationships with body dissatisfaction 
and eating disturbance among women. Eating Behaviors, 11(2), 107-112. 
https://doi.org/10.1016/j.eatbeh.2009.12.001 
 
Ball, K., & Lee, C. (2000). Relationships between psychological stress, coping and 
disordered eating: A review. Psychology and Health, 14(6), 1007-1035. 
https://doi.org/10.1080/08870440008407364 
 
Bardone-Cone, A. M., Hunt, R. A., & Watson, H. J. (2018). An overview of 
conceptualizations of eating disorder recovery, recent findings and future directions. 
Current Psychiatry Reports, 20(9), 1-18. https://doi.org/10.1007/s11920-018-0932-9 
 
Bardone-Cone, A. M., Lin, S. L., & Butler, R. M. (2017). Perfectionism and contingent self-
worth in relation to disordered eating and anxiety. Behavior Therapy, 48(3), 380-390. 
https://doi.org/10.1016/j.beth.2016.05.006 
 
Bardone-Cone, A. M., Wonderlich, S. A., Frost, R. O., Bulik, C. M., Mitchell, J. E., Uppala, 
S., & Simonich, H. (2007). Perfectionism and eating disorders: Current status and 
future directions. Clinical Psychology Review, 27(3), 384-405. 
https://doi.org/10.1016/j.cpr.2006.12.005 
 
Bartholomew, K. (1990). Avoidance of intimacy: An attachment perpective. Journal of 
Social and Personal Relationships, 7(2), 147-173. 
https://doi.org/10.1177/0265407590072001 
 
Beckman, K. A., & Burns, G. L. (1990). Relation of sexual abuse and bulimia in college 
women. International Journal of Eating Disorders, 9(5), 487-492. 
https://doi.org/10.1002/1098-108x(199009)9:5<487::aid-eat2260090503>3.0.co;2-e 
 
Beresin, E. V., Gordon, C., & Herzog, D. B. (1989). The process of recovering from anorexia 





Berger, R. (2015). Now I see it, now I don’t: researcher’s position and reflexivity in 
qualitative research. Qualitative Research, 15(2), 219-234. 
https://doi.org/10.1177/1468794112468475 
 
Berkman, N. D., Lohr, K. N., & Bulik, C. M. (2007). Outcomes of eating disorders: A 
systematic review of the literature. International Journal of Eating Disorders, 40(4), 
293-309. https://doi.org/10.1002/eat 
 
Bernard, H. R. (2012). Social Research Methods: Qualitative and Quantitative Approaches. 
SAGE Publications. 
 
Blinder, B. J., Cumella, E. J., & Sanathara, V. A. (2006). Psychiatric comorbidities of female 
inpatients with eating disorders. Psychosomatic Medicine, 68(3), 454-462. 
https://doi.org/10.1097/01.psy.0000221254.77675.f5 
 
Bloks, H., Furth, E. F., Callewaert, I., & Hoek, H. W. (2004). Coping strategies and recovery 
in patients with a severe eating disorder. Eating Disorders, 12(2), 157-169. 
https://doi.org/10.1080/10640260490445131 
 
Bloks, H., Spinhoven, P., Callewaert, I., Willemse-Koning, C., & Turksma, A. (2001). 
Changes in coping styles and recovery after inpatient treatment for severe eating 
disorders. European Eating Disorders Review, 9(6), 397-415. 
https://doi.org/10.1002/erv.408 
 
Boyatzis, R. E. (1998). Transforming qualitative information: Thematic analysis and code 
development. SAGE Publications. 
 
Brackenbridge, C. H. (1998). Women and sport: social issues - ensuring a safe environment 
for the female athlete. XXVI FIMS World Congress of Sports Medicine.  
 
Braun, V., & Clarke, V. (2006). Using thematic analysis in psychology. Qualitative Research 
in Psychology, 3(2), 77-101. https://doi.org/10.1191/1478088706qp063oa 
 
Braun, V., & Clarke, V. (2013). Successful Qualitative Research: A Practical Guide for 
Beginners. SAGE Publications. 
 
Braun, V., & Clarke, V. (2020). One size fits all? What counts as quality in practice in 
(reflexive) thematic analysis? Qualitative Research in Psychology, 1-25. 
https://doi.org/10.1080/14780887.2020.1769238 
 
Brechan, I., & Kvalem, I. L. (2015). Relationship between body dissatisfaction and 
disordered eating: Mediating role of self esteem and depression. Eating Behaviors, 
17, 49-58. https://doi.org/10.1016/j.eatbeh.2014.12.008 
 
Brewerton, T. D. (2007). Eating disorders, trauma, and comorbidity: Focus on PTSD. Eating 
Disorders, 15(4), 285-304. https://doi.org/10.1080/10640260701454311 
 
Brewerton, T. D., Hand, L. D., & Bishop, E. R. (1993). The tridimensional personality 






Brockmeyer, T., Holtforth, M. G., Bents, H., Kammerer, A., Herzog, W., & Friederich, H. 
(2013). The thinner the better: Self-esteem and low body weight in Anorexia Nervosa. 
Clinical Psychology & Psychotherapy, 20(5), 394-400. 
https://doi.org/10.1002/cpp.1771 
 
Brockmeyer, T., Skunde, M., Wu, M., Bresslein, E., Rudofsky, R., Herzog, W., & Friederich, 
H. (2014). Difficulties in emotion regulation across the spectrum of eating disorders. 
Comprehensive Psychiatry, 55(3), 565-571. 
https://doi.org/10.1016/j.comppsych.2013.12.001 
 
Brown, A., Mountford, V. A., & Waller, G. (2013). Is the therapeutic alliance overvalued in 
the treatment of eating disorders? International Journal of Eating Disorders, 46(8), 
779-782. https://doi.org/10.1016/j.brat.2015.09.003 
 
Bryman, A. (2006). Integrating quantitative and qualitative research: how is it done? 
Qualitative Research, 6(1), 97-113. https://doi.org/10.1177/1468794106058877 
 
Bulik, C. M. (2002). Eating disorders in adolescents and young adults. Child and Adolescent 
Psychiatric Clinics, 11(2), 201-218. https://doi.org/10.1016/S1056-4993(01)00004-9 
 
Bulik, C. M., Sullivan, P. F., Fear, J. L., & Pickering, A. (2000). Outcome of anorexia 
nervosa: eating attitudes, personality, and parental bonding. International Journal of 
Eating Disorders, 28(2), 139-147. https://doi.org/10.1002/1098-
108x(200009)28:2<139::aid-eat2>3.0.co;2-g 
 
Bulik, C. M., Sullivan, P. F., Wade, T. D., & Kendler, K. S. (2000b). Twin studies of eating 
disorders: A review. International Journal of Eating Disorders, 27(1), 1-20. 
https://doi.org/10.1002/(sici)1098-108x(200001)27:1<1::aid-eat1>3.3.co;2-h 
 
Bulik, C. M., Sullivan, P. F., Weltzin, T. E., & Kaye, W. H. (1995). Temperament in eating 
disorders. International Journal of Eating Disorders, 17(3), 251-261. 
https://doi.org/10.1002/1098-108x(199504)17:3<251::aid-eat2260170306>3.0.co;2-v 
 
Bullivant, B., Rhydderch, S., Griffiths, S., Mitchison, D., & Mond, J. M. (2020). Eating 
disorders “mental health literacy”: a scoping review. Journal of Mental Health, 29(3), 
336-349. https://doi.org/10.1080/09638237.2020.1713996 
 
Button, E. J., Chadalavada, B., & Palmer, R. L. (2010). Mortality and predictors of death in a 
cohort of patients presenting to an eating disorders service. International Journal of 
Eating Disorders, 43(5), 387-392. https://doi.org/10.1002/eat.20715 
 
Button, E. J., & Warren, R. L. (2001). Living with anorexia nervosa: The experience of a 
cohort of sufferers from anorexia nervosa 7.5 years after initial presentation to a 





Byrne, S., Wade, T., Hay, P., Touyz, S., Fairburn, C. G., Treasure, J., Schmidt, U., McIntosh, 
V. V., Allen, K., Fursland, A., & Crosby, R. D. (2017). A randomised controlled trial 
of three psychological treatments for anorexia nervosa. Psychological Medicine, 
47(16), 1-11. https://doi.org/10.1017/s0033291717001349 
 
Calam, R., Waller, G., Slade, P., & Newton, T. (1990). Eating disorders and perceived 
relationships with parents. International Journal of Eating Disorders, 9(5), 479-485. 
https://doi.org/10.1002/1098-108x(199009)9:5<479::aid-eat2260090502>3.0.co;2-i 
 
Calogero, R. M., Herbozo, S., & Thompson, J. K. (2009). Complimentary weightism: The 
potential costs of appearance-related commentary for women’s self-objectification. 
Psychology of Women Quarterly, 33(1), 120-132. https://doi.org/10.1111/j.1471-
6402.2008.01479.x 
 
Calogero, R. M., & Thompson, J. K. (2010). Gender and body image. In J. C. Chrisler & D. 
R. McCreary (Eds.), Handbook of Gender Research in Psychology. Springer. pp.153-
184. 
 
Carson, R. (2016). Binge eating disorder: Etiology, assessment, diagnosis, and treatment. In 
G. M. Steelman & E. C. Westman (Eds.), Obesity: Evaluation and Treatment 
Essentials. CRC Press. pp.205-251. 
 
Carter, F. A., Jordan, J., McIntosh, V. V., Luty, S. E., McKenzie, J., Frampton, C. M. A., 
Bulik, C. M., & Joyce, P. R. (2011). The long-term efficacy of three psychotherapies 
for anorexia nervosa: A randomized, controlled trial. International Journal of Eating 
Disorders, 44(7), 647-654. https://doi.org/10.1002/eat.20879 
 
Carter, J. D., Crowe, M. T., Jordan, J., McIntosh, V. V. W., Frampton, C. M. A., & Joyce, P. 
R. (2015). Predictors of response to CBT and IPT for depression; the contribution of 
therapy process. Behaviour Research and Therapy, 74, 72-79. 
https://doi.org/10.1016/j.brat.2015.09.003 
 
Caslini, M., Bartoli, F., Crocamo, C., Dakanalis, A., Clerici, M., & Carrà, G. (2016). 
Disentangling the association between child abuse and eating disorders: A systematic 
review and meta-analysis. Psychosomatic Medicine, 78(1), 79-90. 
https://doi.org/10.1097/PSY.0000000000000233 
 
Chapa, D. A. N., Bohrer, B. K., & Forbush, K. T. (2018). Is the diagnostic threshold for 
bulimia nervosa clinically meaningful? Eating Behaviors, 28, 16-19. 
https://doi.org/10.1016/j.eatbeh.2017.12.002 
 
Cheng, H., & Furnham, A. (2003). Personality, self-esteem, and demographic predictions of 
happiness and depression. Personality and Individual Differences, 34(6), 921-942. 
https://doi.org/10.1016/S0191-8869(02)00078-8 
 
Chou, W. S., Prestin, A., & Kunath, S. (2014). Obesity in social media: a mixed methods 





Clarke, V., & Braun, V. (2018). Using thematic analysis in counselling and psychotherapy 
research: A critical reflection. Counselling and Psychotherapy Research, 18(2), 107-
110. https://doi.org/10.1002/capr.12165  
 
Classen, S., Lopez, E. D. S., Winter, S., Awadzi, K. D., Ferree, N., & Garvan, C. W. (2007). 
Population-based health promotion perspective for older driver safety: Conceptual 
framework to intervention plan. Clinical Interventions in Aging, 2(4), 677-693.  
 
Cloninger, C. R. (1986). A unified biosocial theory of personality and its role in the 
development of anxiety states. Psychiatric Developments, 3, 167-226.  
 
Cloninger, C. R., Svrakic, D. M., & Przybeck, T. R. (1993). A psychobiological model of 
temperament and character. Archives of General Psychiatry, 50(12), 975-989. 
https://doi.org/10.1001/archpsyc.1993.01820240059008 
 
Cochrane, C. E., Brewerton, T. D., Wilson, D. B., & Hodges, E. L. (1993). Alexithymia in 




Cohen, J. (1992). Statistical Power Analysis. Current Directions in Psychological Science, 
1(3), 98-101. https://doi.org/10.1111/1467-8721.ep10768783 
 
Colton, A., & Pistrang, N. (2004). Adolescents’ experiences of inpatient treatment for 
anorexia nervosa. European Eating Disorders Review, 12(5), 307-316. 
https://doi.org/10.1002/erv.587 
 
Constantino, M. J., Coyne, A. E., Boswell, J. F., & Iles, B. R. (2018). A meta-analysis of the 
association between patients’ early perception of treatment credibility and their 
posttreatment outcomes. Psychotherapy, 55(4), 486-495. 
https://doi.org/10.1037/pst0000168 
 
Couturier, J., Kimber, M., & Szatmari, P. (2013). Efficacy of family-based treatment for 
adolescents with eating disorders: A systematic review and meta-analysis. 
International Journal of Eating Disorders, 46(1), 3-11. 
https://doi.org/10.1002/eat.22042 
 
Creswell, J. W., & Plano-Clark, V. L. (2011). Designing and Conducting Mixed Methods 
Research. SAGE Publications. 
 
Crisp, A. H., Hall, A., & Holland, A. J. (1985). Nature and nurture in anorexia nervosa: A 
study of 34 pairs of twins, one pair of triplets, and an adoptive family. International 
Journal of Eating Disorders, 4(1), 5-27. https://doi.org/10.1002/1098-
108x(198502)4:1<5::aid-eat2260040104>3.0.co;2-8 
 
D’Abundo, M., & Chally, P. (2004). Struggling with recovery: Participant persepctives on 





Dahl, J. K., Eriksen, L., Vedul-Kjelsås, E., Strømmen, M., Kulseng, B., Mårvik, R., & Holen, 
A. (2012). Depression, anxiety, and neuroticism in obese patients waiting for bariatric 
surgery: Differences between patients with and without eating disorders and 
subthreshold binge eating disorders. Obesity Research & Clinical Practice, 6(2), 
e139-e147. https://doi.org/10.1016/j.orcp.2011.07.005 
 
Daley, K. A., Jimerson, D. C., Heatherton, T. F., Metzger, E. D., & Wolfe, B. E. (2008). State 
self-esteem ratings in women with Bulimia Nervosa and Bulimia Nervosa in 
remission. International Journal of Eating Disorders, 41(2), 159-163. 
https://doi.org/10.1002/eat 
 
Dalle Grave, R., Calugi, S., Brambilla, F., Abbate-Daga, G., Fassino, S., & Marchesini, G. 
(2007). The effect of inpatient cognitive-behavioural therapy for eating disorders on 
temperament and character. Behaviour Research and Therapy, 45(6), 1335-1344. 
https://doi.org/10.1016/j.brat.2006.09.016 
 
Danermark, B., Ekstrom, M., Jakobson, L., & Karlsson, J. C. (2005). Explaining Society: An 
Introduction to Critical Realism in the Social Sciences. Routledge. 
 
Darcy, A. M., Katz, S., Fitzpatrick, K. K., Forsberg, S., Utzinger, L., & Lock, J. (2010). All 
better? How former anorexia nervosa patients define recovery and engaged in 
treatment. European Eating Disorders Review, 18(4), 260-270. 
https://doi.org/10.1002/erv.1020 
 
De Le Rie, S., Noordenbos, G., Donker, M., & van Furth, E. V. (2006). Evaluating the 
treatment of eating disorders from the patient’s perspective. International Journal of 
Eating Disorders, 39(8), 667-676. https://doi.org/10.1002/eat.20317 
 
De Le Rie, S., Noordenbos, G., Donker, M., & van Furth, E. V. (2008). The quality of 
treatment of eating disorders: A comparison of the therapists’ and the patients’ 
perspective. International Journal of Eating Disorders, 41(4), 307-317. 
https://doi.org/10.1002/eat.20494 
 
De Santis, L., & Ugarriza, D. N. (2000). The concept of theme as used in qualitative nursing 
research. Western Journal of Nursing Research, 22(3), 351-372.  
 
Deakin, H., & Wakefield, K. (2013). Skype interviewing: reflections of two PhD researchers. 
Qualitative Research, 14(5), 603-616. https://doi.org/10.1177/1468794113488126 
 
DeJong, H., Broadbent, H., & Schmidt, U. (2012). A systematic review of dropout from 
treatment in outpatients with Anorexia Nervosa. International Journal of Eating 
Disorders, 45(5), 635-647. https://doi.org/10.1002/eat.20956 
 
Dell’Osso, L., Abelli, M., Carpita, B., Pini, S., Castellini, G., Carmassi, C., & Ricca, V. 
(2016). Historical evolution of the concept of anorexia nervosa and relationships with 
orthorexia nervosa, autism, and obsessive-compulsive spectrum. Neuropsychiatric 
Disease and Treatment, 12, 1651-1660. https://doi.org/10.2147/NDT.S108912 
 
Deloitte Access Economics.  Paying the Price: The economic and social impact of eating 






Diaz-Marsa, M., Carrasco, J. L., & Saiz, J. (2000). A study of temperament and personality in 
anorexia and bulimia nervosa. Journal of Personality Disorders, 14(4), 352-359. 
https://doi.org/10.1521/pedi.2000.14.4.352 
 
Dignon, A., Beardsmore, A., Spain, S., & Kuan, A. (2006). 'Why I Won't Eat': Patient 
Testimony from 15 Anorexics Concerning the Causes of Their Disorder. Journal of 
Health Psychology, 11(6), 942-956. https://doi.org/10.1177/1359105306069097 
 
Dobrescu, S. R., Dinkler, L., Gillberg, C., Råstam, M., Gillberg, C., & Wentz, E. (2020). 
Anorexia nervosa: 30-year outcome. The British Journal of Psychiatry, 216(2), 97-
104. https://doi.org/10.1192/bjp.2019.113 
 
Duncan, L., Yilmaz, Z., Gaspar, H., Walters, R., Goldstein, J., Anttila, V., & Hinney, A. 
(2017). Significant locus and metabolic genetic correlations revealed in genome-wide 
assocation study of anorexia nervosa. American Journal of Psychiatry, 174(9), 850-
858. https://doi.org/10.1176/appi.ajp.2017.16121402 
 
Dunkley, D. M., & Grilo, C. M. (2007). Self-criticism, low self-esteem, depressive 
symptoms, and over-evaluation of shape and weight in binge eating disorder patients. 
Behaviour Research and Therapy, 45(1), 139-149. 
https://doi.org/10.1016/j.brat.2006.01.017 
 
Dunkley, D. M., Masheb, R. M., & Grilo, C. M. (2010). Childhood maltreatment, depressive 
symptoms, and body dissatisfaction in patients with binge eating disorder: The 
mediating role of self-criticism. International Journal of Eating Disorders, 43(3), 
274-281. https://doi.org/10.1002/eat.20796 
 
Eddy, K. T., Keel, P. K., Dorer, D. J., Delinsky, S. S., Franko, D. L., & Herzog, D. B. (2002). 
Longitudinal Comparison of Anorexia Nervosa Subtypes. International Journal of 
Eating Disorders, 31(2), 191-201. https://doi.org/10.1002/eat.10016 
 
Edmonds, W. A., & Kennedy, T. D. (2017). An applied guide to research designs: 
quantitative, qualitative and mixed methods. SAGE Publications. 
 
Egan, S. J., Wade, T. D., & Shafran, R. (2011). Perfectionism as a transdiagnostic process: A 
clinical review. Clinical Psychology Review, 31(2), 203-212. 
https://doi.org/10.1016/j.cpr.2010.04.009 
 
Eisenberg, M. E., Neumark-Sztainer, D., & Story, M. (2003). Associations of weight-based 
teasing and emotional well-being among adolescents. Archives of Pediatrics and 
Adolescent Medicine, 157(8), 733-738. https://doi.org/10.1001/archpedi.157.8.733 
 
Eivors, A., Button, E., Warner, S., & Turner, K. (2003). Understanding the experience of 
drop-out from treatment for anorexia nervosa. European Eating Disorders Review, 




Engel, G. L. (1977). The need for a new medical model: A challenge for biomedicine. 
Science, 196(4286), 129-136. https://doi.org/10.1126/science.847460 
 
Erskine, H. E., Whiteford, H. A., & Pike, K. M. (2016). The global burden of eating 
disorders. Current Opinion in Psychiatry, 29(6), 346-353. 
https://doi.org/10.1097/YCO.0000000000000276 
 
Escobar-Koch, T., Banker, J. D., Crow, S., Cullis, J., Ringwood, S., Smith, G., van Furth, E., 
Westin, K., & Schmidt, U. (2010). Service users’ views of eating disorder services: 
An international comparison. International Journal of Eating Disorders, 43(6), 549-
559. https://doi.org/10.1002/eat.20741 
 
Fairburn, C. G., & Bohn, K. (2005). Eating disorder NOS (EDNOS): an example of the 
troublesome “not otherwise specified” (NOS) category in DSM-IV. Behaviour 
Research and Therapy, 43(6), 691-701. https://doi.org/10.1016/j.brat.2004.06.011 
 
Fairburn, C. G., Cooper, Z., Doll, H. A., O’Connor, M. E., Bohn, K., Hawker, D. M., Wales, 
J. A., & Palmer, R. L. (2009). Transdiagnostic cognitive-behavioural therapy for 
patients with eating disorders: A two-site trial with 60-week follow-up. American 
Journal of Psychiatry, 166(3), 311-319. 
https://doi.org/10.1176/appi.ajp.2008.08040608 
 
Fairburn, C. G., Cooper, Z., & Shafran, R. (2003a). Cognitive behaviour therapy for eating 
disorders: a “transdiagnostic” theory and treatment. Behaviour Research and Therapy, 
41(5), 509-528. https://doi.org/10.1016/S0005-7967(02)00088-8 
 
Fairburn, C. G., Doll, H. A., Welch, S. L., Hay, P. J., Davies, B. A., & O’Connor, M. E. 
(1998). Risk factors for binge eating disorder: A community based case-control study. 
Archives of General Psychiatry, 55(5), 425-432. 
https://doi.org/10.1001/archpsyc.55.5.425 
 
Fairburn, C. G., Peveler, R. C., Jones, R., Hope, R. A., & Doll, H. A. (1993). Predictors of 
12-month outcome in bulimia nervosa and the influence of attitudes to shape and 
weight. Journal of Consulting and Clinical Psychology, 61(4), 696-698. 
https://doi.org/10.1037//0022-006x.61.4.696 
 
Fairburn, C. G., Stice, E., Cooper, Z., Doll, H. A., Norman, P. A., & O’Connor, M. E. 
(2003b). Understanding persistence in bulimia nervosa: A 5-year naturalistic study. 
Journal of Consulting and Clinical Psychology, 71(1), 103-109. 
https://doi.org/10.1037/0022-006X.71.1.103 
 
Fairburn, C. G., Welch, S. L., Doll, H. A., Davies, B. A., & O’Connor, M. E. (1997). Risk 
factors for bulimia nervosa. A community-based case-control study. Archives of 
General Psychiatry, 54(6), 509-517. 
https://doi.org/10.1001/archpsyc.1997.01830180015003 
 
Faravelli, C., Giugni, A., Salvatori, S., & Ricca, V. (2004). Psychopathology after rape. 





Fassino, S., Abbate-Daga, G., Amianto, F., Leombruni, P., Boggio, S., & Rovera, G. G. 
(2002). Temperament and character profile of eating disorders: A controlled study 
with the temperament and character inventory. International Journal of Eating 
Disorders, 32(4), 412-425. https://doi.org/10.1002/eat.10099 
 
Fassino, S., Piero, A., Gramaglia, C., & Abbate-Daga, G. (2004). Clinical, 
psychopathological and personality correlates of interoceptive awareness in anorexia 
nervosa and bulimia nervosa and obesity. Psychopathology, 37(4), 168-174. 
https://doi.org/10.1159/000079420 
 
Federici, A., & Kaplan, A. S. (2008). The patient’s account of relapse and recovery in 
anorexia nervosa: A qualitative study. European Eating Disorders Review, 16(1), 1-
10. https://doi.org/10.1002/erv.813 
 
Fergusson, C. J., Muñoz, M. E., Garza, A., & Galindo, M. (2014). Concurrent and 
prospective analyses of peer, television and social media influences on body 
dissatisfaction, eating disorder symptoms and life satisfaction in adolescent girls. 
Journal of Youth and Adolescence, 43(1), 1-14. https://doi.org/10.1007/s10964-012-
9898-9 
 
Fetters, M. D., Curry, L. A., & Creswell, J. W. (2013). Achieving integration in mixed 
methods designs- principles and practices. Health Services Research, 48(6 pt 2), 
2134-2156. https://doi.org/10.1111/1475-6773.12117 
 
Fisher, C. A., Skocic, S., Rutherford, K. A., & Hetrick, S. E. (2019). Family therapy 
approaches for anorexia nervosa. Cochrane Library, 2019(5), CD004780. 
https://doi.org/10.1002/14651858.cd004780.pub4 
 
Flett, G. L., Besser, A., & Hewitt, P. L. (2014). Perfectionism and interpersonal orientations 
in depression: An analysis of validation seeking and rejection sensitivity in a 
community sample of young adults. Psychiatry: Interpersonal and Biological 
Processes, 77(1), 67-85. https://doi.org/10.1521/psyc.2014.77.1.67 
 
Flett, R. A., Kazantzis, N., Long, N. R., MacDonald, C., & Millar, M. (2002). Traumatic 
events and physical health in a New Zealand community sample. Journal of 
Traumatic Stress, 15(4), 303-312. https://doi.org/10.1023/A:1016251828407 
 
Forman-Hoffman, V. L., Mengeling, M., Booth, B. M., Torner, J., & Sadler, A. G. (2012). 
Eating disorders, post-traumatic stress, and sexual trauma in women veterans. 
Military Medicine, 177(10), 1161-1168. https://doi.org/10.7205/milmed-d-12-00041 
 
Fouts, G., & Vaughan, K. (2002). Locus of control, television viewing, and eating disorder 
symptomatology in young females. Journal of Adolescence, 25(3), 307-311. 
https://doi.org/10.1006/jado.2002.0472 
 
Fox, J. R., & Diab, P. (2015). An exploration of the perceptions and experiences of living 
with chronic anorexia nervosa while an inpatient on an Eating Disorders Unit: an 
Interpretative Phenomenological Analysis (IPA) study. Journal of Health Psychology, 




Fox, J. R. E., Dean, M., & Whittlesea, A. (2017). The experience of caring for or living with 
an individual with an eating disorder: A meta-synthesis of qualitative studies. Clinical 
Psychology & Psychotherapy, 24(1), 103-125. https://doi.org/10.1002/cpp.1984 
 
Francis, J., Johnston, M., Robertson, C., Glidewell, L., Entwistle, V., & Eccles, M. (2010). 
What is an adequate sample size? Operationalising data saturation for theory-based 
interview studies. Psychology & Health, 25(10), 1229-1245. 
https://doi.org/10.1080/08870440903194015 
 
Franco-Paredes, K., Mancilla-Diaz, J. M., Vazquez-Arevalo, R., Lopez-Aguilar, X., & 
Alvarez-Rayon, G. (2005). Perfectionism and eating disorders: A review of the 
literature. European Eating Disorders Review, 13(1), 61-70. 
https://doi.org/10.1002/erv.605 
 
Frazier, P., Keenan, N., Anders, S., Perera, S., Shallscross, S., & Hintz, S. (2011). Perceived 
past, present, and future control and adjustment to stressful life events. Journal of 
Personality and Social Psychology, 100(4), 749-765. 
https://doi.org/10.1037/a0022405 
 
Fredrickson, B. L., & Roberts, T. A. (1997). Objectification theory: Toward understanding 
women’s lived experience and mental health risks. Psychology of Women Quarterly, 
21(2), 173-206. https://doi.org/10.1111/j.1471-6402.1997.tb00108.x 
 
Fryer, S., Waller, G., & Kroese, B. S. (1997). Stress, coping, and disturbed eating attitudes in 
teenage girls. International Journal of Eating Disorders, 22(4), 427-436. 
https://doi.org/10.1002/(sici)1098-108x(199712)22:4<427::aid-eat8>3.0.co;2-o 
 
Fusch, P. I., & Ness, L. R. (2015). Are we there yet? Data saturation in qualitative research. 
The Qualitative Report, 20(9), 1408-1416.  
 
Galbraith, K., Elmquist, J., White, M. A., Grilo, C. M., & Lydecker, J. A. (2019). Weighty 
decisions: How symptom severity and weight impact perceptions of bulimia nervosa. 
International Journal of Eating Disorders, 52(9), 1035-1041. 
https://doi.org/10.1002/eat.23125 
 
Galletta, A. (2013). Mastering the semi-structured interview and beyond: From research 
design to analysis and publication. New York University Press. 
 
Garcia-Grau, E., Fuste, A., Miro, A., Saldana, C., & Bados, A. (2002). Coping style and 
disturbed eating attitudes in adolescent girls. International Journal of Eating 
Disorders, 32(1), 116-120. https://doi.org/10.1002/eat.10060 
 
Garner, D. M., Olmstead, M. P., & Polivy, J. (1983). Development and validation of a 
multidimensional eating disorder inventory for anorexia nervosa and bulimia. 
International Journal of Eating Disorders, 2(2), 15-34. https://doi.org/10.1002/1098-
108x(198321)2:2<15::aid-eat2260020203>3.0.co;2-6 
 
Geller, J., Brown, K. E., & Srikameswaran, S. (2011). The efficacy of a brief motivational 
intervention for individuals with eating disorders: A randomized control trial. 
 
 241 
International Journal of Eating Disorders, 44(6), 497-505. 
https://doi.org/10.1002/eat.20847 
 
Geller, J., & Dunn, E. C. (2011). Integrating motivational interviewing and cognitive 
behavioural therapy in the treatment of eating disorders: tailoring interventions to 
patient readiness for change. Cognitive and Behavioral Practice, 18(1), 5-15. 
https://doi.org/10.1016/j.cbpra.2009.05.005 
 
Geller, J., Srikameswaran, S., & Cassin, S. (2010). Eating disorders and self-silencing: A 
function-focused approach to treatment. In D. C. Jack & A. Ali (Eds.), Silencing the 
Self Across Cultures: Depression and Gender in the Social World. Oxford University 
Press. pp.381-398. 
 
Ghaemi, S. N. (2009). The rise and fall of the biopsychosocial model. The British Journal of 
Psychiatry, 195(1), 3-4. https://doi.org/10.1192/bjp.bp.109.063859 
 
Gianini, L. M., White, M. A., & Masheb, R. M. (2013). Eating pathology, emotion 
regulation, and emotional overeating in obese adults with binge eating disorder. 
Eating Behaviors, 14(3), 309-313. https://doi.org/10.1016/j.eatbeh.2013.05.008 
 
Goldschmidt, A. B., Wall, M. M., Zhang, J., Loth, K. A., & Neumark-Sztainer, D. (2016). 
Overeating and binge eating in emerging adulthood: 10-year stability and risk factors. 
Developmental Psychology, 52(3), 475-483. https://doi.org/10.1037/dev0000086 
 
Goldstein, M., Peters, L., Thornton, C. E., & Touyz, S. W. (2014). The treatment of 
perfectionism within the eating disorders: A pilot study. European Eating Disorders 
Review, 22(3), 217-221. https://doi.org/10.1002/erv.2281 
 
Gorski, P. S. (2013). What is critical realism? And why should you care? Contemporary 
Sociology, 42(5), 658-670. https://doi.org/10.1177/0094306113499533 
 
Goss, K. P., & Gilbert, P. (2002). Eating disorders, shame and pride: a cognitive-behavioural 
functional analysis. In P. Gilbert & J. Miles (Eds.), Body Shame: Conceptualization, 
Research & Treatment. Brunner-Routledge. pp.219-255. 
 
Grabe, S., Ward, L. M., & Hyde, J. S. (2008). The role of the media in body image concerns 
among women: A meta-analysis of experimental and correlational studies. 
Psychological Bulletin, 134(3), 460-476. https://doi.org/10.1037/0033-
2909.134.3.460 
 
Granek, L. (2007). “You’re a whole lot of person” - Understanding the journey through 
anorexia to recovery: A qualitative study. The Humanistic Psychologist, 35(4), 363-
385. https://doi.org/10.1080/08873260701593367 
 
Gratz, K. M., & Roemer, L. (2004). Multidimensional assessment of emotion regulation and 
dysregulation: Development, factor structure, and initial validation of the difficulties 
in emotion regulation scale. Journal of Psychopathology and Behavioural 




Graves, T. A., Tabri, N., Thompson-Brenner, H., Franko, D. L., Eddy, K. T., Bourion-Bedes, 
S., Brown, A., Constantino, M. J., Fluckiger, C., Forsberg, S., Isserlin, L., Couturier, 
J., Karlsson, G. P., Mander, J., Teufel, M., Mitchell, J. E., Crosby, R. D., Prestano, C., 
Satir, D. A., …, & Thomas, J. J. (2017). A meta-analysis of the relation between 
therapeutic alliance and treatment outcome in eating disorders. International Journal 
of Eating Disorders, 50(4), 323-340. https://doi.org/10.1002/eat.22672 
 
Greenberg, B. S., Eastin, M., Hofschire, L., Lachlan, K., & Brownell, K. D. (2003). 
Portrayals of overweight and obese individuals on commercial television. American 
Journal of Public Health, 93(8), 1342-1348. https://doi.org/10.2105/AJPH.93.8.1342 
 
Greene, J. C., Caracelli, V. J., & Graham, W. F. (1989). Toward a conceptual framework for 
mixed-method evaluation designs. Educational Evaluation and Policy Analysis, 
11(3), 255-274. https://doi.org/10.3102/01623737011003255 
 
Gregertsen, E. C., Mandy, W., & Serpell, L. (2017). The egosyntonic nature of anorexia: An 
impediment to recovery in anorexia nervosa treatment. Frontiers in Psychology, 8, 
2273. https://doi.org/10.3389/fpsyg.2017.02273 
 
Griffiths, S., Castle, D., Cunningham, M., Murray, S. B., Bastian, B., & Barlow, F. K. (2018). 
How does exposure to thinspiration and fitspiration relate to symptom severity among 
individuals with eating disorders? Evaluation of a proposed model. Body Image, 27, 
187-195. https://doi.org/10.1016/j.bodyim.2018.10.002 
 
Grilo, C. M., White, M. A., & Masheb, R. M. (2009). DSM-IV psychiatric disorder 
comorbidity and its correlates in binge eating disorder. International Journal of 
Eating Disorders, 42(3), 228-234. https://doi.org/10.1002/eat.20599 
 
Gross, J. J. (1998). The emerging field of emotion regulation: An integrative Review. Review 
of General Psychology, 2(3), 271-299. https://doi.org/10.1037/1089-2680.2.3.271 
 
Grover, V. P., Keel, P. K., & Mitchell, J. P. (2002). Gender differences in implicit weight 
identity. International Journal of Eating Disorders, 34(1), 125-135. 
https://doi.org/10.1002/eat.10167 
 
Grucza, R. A., Przybeck, T. R., & Cloninger, C. R. (2007). Prevalence and correlates of binge 
eating disorder in a community sample. Comprehensive Psychiatry, 48(2), 124-131. 
https://doi.org/10.1016/j.comppsych.2006.08.002 
 
Guest, G., Bunce, A., & Johnson, L. (2006). How many interviews are enough? An 
experiment with data saturation and variability. Field Methods, 18(1), 59-82.  
 
Gulliksen, K. S., Espeset, E. M. S., Nordbo, R. H. S., Skarderud, F., Geller, J., & Holte, A. 
(2012). Preferred therapist characteristics in treatment of anorexia nervosa: The 
patient’s perspective. International Journal of Eating Disorders, 45(8), 932-941. 
https://doi.org/10.1002/eat.22033 
 
Gulliksen, K. S., Nordbø, R. H. S., Espeset, E. M. S., Skårderud, F., & Holte, A. (2017). Four 
pathways to anorexia nervosa: Patients' perspective on the emergence of AN. Clinical 




Halmi, K. A., Agras, W. S., Crow, S., Mitchell, J., Wilson, G. T., Bryson, S. W., & Kraemer, 
H. C. (2005). Predictors of treatment acceptance and completion in anorexia nervosa: 
Implications for future study designs. Archives of General Psychiatry, 62(7), 776-781. 
https://doi.org/10.1001/archpsyc.62.7.776 
 
Halvorsen, I., & Heyerdahl, S. (2007). Treatment perception in adolescent onset anorexia 
nervosa: Retrospective views of patients and parents. International Journal of Eating 
Disorders, 40(7), 629-639. https://doi.org/10.1002/eat.20428 
 
Happell, B. (2008). Determining the effectiveness of mental health services from a consumer 
perspective: Part 1: Enhancing recovery. International Journal of Mental Health 
Nursing, 17(2), 116-122. https://doi.org/10.1111/j.1447-0349.2008.00519.x 
 
Harding, T. P., & Lachenmeyer, J. R. (1986). Family interaction patterns and locus of control 
as predictors of the presence and severity of anorexia nervosa. Journal of Clinical 
Psychology, 42(3), 440-448. https://doi.org/10.1002/1097-
4679(198605)42:3<440::aid-jclp2270420306>3.0.co;2-h 
 
Harris, P. A., Taylor, R., Thielke, R., Payne, J., Gonzalez, N., & Conde, J. G. (2009). 
Research electronic data capture (REDCap)-A metadata-driven methodology and 
workflow process for providing translational research informatics support. Journal of 
Biomedical Informatics, 42(2), 377-381. https://doi.org/10.1016/j.jbi.2008.08.010 
 
Harrison, A., Sullivan, S., Tchanturia, K., & Treasure, J. (2010). Emotional functioning in 
eating disorders: attentional bias, emotion recognition and emotion regulation. 
Psychological Medicine, 40(11), 1887-1897. 
https://doi.org/10.1017/S0033291710000036 
 
Hart, L. M., Granillo, M. T., Jorm, A. F., & Paxton, S. J. (2011). Unmet needs for treatment 
in the eating disorders: A systematic review of eating disorder specific treatment 
seeking among community cases. Clinical Psychology Review, 31(5), 727-735. 
https://doi.org/10.1016/j.cpr.2011.03.004 
 
Hatch, A., Madden, S., Kohn, M. R., Clarke, S., Touyz, S., Gordon, E., & Williams, L. M. 
(2010). In first presentation adolescent anorexia nervosa, do cognitive markers of 
underweight status change with weight gain following a refeeding intervention? 
International Journal of Eating Disorders, 43(4), 295-306. 
https://doi.org/10.1002/eat.20695 
 
Hay, P., Chinn, D., Forbes, D., Madden, S., Newton, R., Surgenor, L. J., Touyz, S., & Ward, 
W. (2014). Royal Australian and New Zealand College of Psychiatrists clinical 
practice guidelines for the treatment of eating disorders. Australian and New Zealand 
Journal of Psychiatry, 48(11), 1-62. https://doi.org/10.1177/0004867414555814 
 
Hay, P., & Williams, S. E. (2013). Exploring relationships over time between psychological 
distress, perceived stress, life events and immature defense style on disordered eating 




Hay, P. J., Touyz, S., & Sud, R. (2012). Treatment for severe and enduring anorexia nervosa: 
A review. Australian and New Zealand Journal of Psychiatry, 46(2), 1136-1144. 
https://doi.org/10.1177/0004867412450469 
 
Hepworth, N., & Paxton, S. J. (2007). Pathways to help-seeking in bulimia nervosa and binge 
eating problems: A concept mapping approach. International Journal of Eating 
Disorders, 40(6), 493-504. https://doi.org/10.1002/eat 
 
Hermes, S. F., & Keel, P. K. (2003). The influence of puberty and ethnicity on awareness and 
internalization of the thin ideal. International Journal of Eating Disorders, 33(4), 
465-467. https://doi.org/10.1002/eat.10169 
 
Hertz, P., Addad, M., & Ronel, N. (2012). Attachment styles and changes among women 
members of Overeaters Anonymous who have recovered from binge-eating disorder. 
Health and Social Work, 37(2), 110-122. https://doi.org/10.1093/hsw/hls019 
 
Herzog, D. B., Greenwood, D. N., Dorer, D. J., Flores, A. T., Ekeblad, E. R., Richards, A., 
Blais, M. A., & Keller, M. B. (2000). Mortality in eating disorders: A descriptive 
study. International Journal of Eating Disorders, 28(1), 20-26. 
https://doi.org/10.1002/(sici)1098-108x(200007)28:1<20::aid-eat3>3.0.co;2-x 
 
Higgins Neyland, M. K., & Bardone-Cone, A. M. (2019). Treatment experiences of Latinas 
with current or past binge eating disorder and/or bulimia nervosa. Eating Disorders, 
27(2), 253-265. https://doi.org/10.1080/10640266.2019.1591827 
 
Hilbert, A., Bishop, M. E., Stein, R. I., Tanofsky-Kraff, M., Swenson, A. K., Welch, R. R., & 
Wilfley, D. E. (2012). Long-term efficacy of psychological treatments for binge 
eating disorder. The British Journal of Psychiatry, 200(3), 232-237. 
https://doi.org/10.1192/bjp.bp.110.089664 
 
Hilbert, A., Pike, K. M., Goldschmidt, A., Wilfley, D. E., Fairburn, C. G., Dohm, F., Walsh, 
T., & Striegel-Weissman, R. (2014). Risk factors across the eating disorders. 
Psychiatry Research, 220(1-2), 500-506. 
https://doi.org/10.1016/j.psychres.2014.05.054 
 
Himmerich, H., Bentley, J., Kan, C., & Treasure, J. (2019). Genetic risk factors for eating 
disorders: an update and insights into pathophysiology. Therapeutic Advances in 
Psychopharmacology, 9, 1-20. https://doi.org/10.1177/2045125318814734 
 
Hoek, H. W., & van Hoeken, D. (2003). Review of the prevalence and incidence of eating 
disorders. International Journal of Eating Disorders, 34(4), 383-396. 
https://doi.org/10.1002/eat.10222 
 
Holland, G., & Tiggemann, M. (2016). A systematic review of the impact of the use of social 
networking sites on body image and disordered eating outcomes. Body Image, 17, 
100-110. https://doi.org/10.1016/j.bodyim.2016.02.008 
 
Holland, G., & Tiggemann, M. (2017). “Strong beats skinny every time”: Disordered eating 
and compulsive exercise in women who post fitspiration on Instagram. International 




Holland, L. A., Bodell, L. P., & Keel, P. K. (2013). Psychological factors predict eating 
disorder onset and maintenance at 10-year follow-up. European Eating Disorders 
Review, 21(5), 405-410. https://doi.org/10.1002/erv.2241 
 
Holloway, I., & Galvin, K. (2017). Qualitative Research in Nursing and Healthcare. (Fourth 
Edition ed.). John Wiley & Sons. 
 
Hollway, W., & Jefferson, T. (2013). Doing Qualitative Research Differently: A 
Psychosocial Approach. Sage Publications. 
 
Hsu, L. K., Crisp, A. H., & Callender, J. S. (1992). Recovery in anorexia nervosa - the 
patient’s perspective. International Journal of Eating Disorders, 11(4), 341-350. 
https://doi.org/10.1002/1098-108x(199205)11:4<341::aid-eat2260110408>3.0.co;2-g 
 
Hudson, J. I., Hiripi, E., Pope Jr, H. G., & Kessler, R. C. (2007). The prevalence and 
correlates of eating disorders in the national comorbidity survey replication. 
Biological Psychiatry, 61(3), 348-358. https://doi.org/10.1016/j.biopsych.2006.03.040 
 
Hussin, M., Frazier, S., & Thompson, J. K. (2011). Fat stigmatization on YouTube: A content 
analysis. Body Image, 8(1), 90-92. https://doi.org/10.1016/j.bodyim.2010.10.003 
 
Ilies, R., De Pater, I. E., & Judge, T. (2007). Differential affective reactions to negative and 
positive feedback, and the role of self-esteem. Journal of Managerial Psychology, 
22(6), 590-609. https://doi.org/10.1108/02683940710778459 
 
Irvine, A., Drew, P., & Sainsbury, R. (2013). ‘Am I not answering your questions properly?’ 
Clarification, adequacy and responsiveness in semi-structured telephone and face-to-
face interviews. Qualitative Research, 13(1), 87-196. 
https://doi.org/10.1177/1468794112439086 
 
Jack, D. (1991). Silencing the Self: Women and Depression. Harvard University Press. 
 
Jack, D., & Dill, D. (1992). The silencing the self scale. Psychology of Women Quarterly, 
16(1), 97-106.  
 
Jackson, T. D., Grilo, C. M., & Masheb, R. M. (2000). Teasing history, onset of obesity, 
current eating disorder psychopathology, body dissatisfaction, and psychological 
functioning in binge eating disorder. Obesity Research, 8(6), 451-458. 
https://doi.org/10.1038/oby.2000.56 
 
Jacob, K. S. (2015). Recovery model of mental illness: A complementary approach to 
psychiatric care. Indian Journal of Psychological Medicine, 37(2), 117-119. 
https://doi.org/10.4103/0253-7176.155605 
 
Jacobi, C., Hayward, C., de Zwaan, M., Kraemer, H. C., & Agras, W. S. (2004). Coming to 
terms with risk factors for eating disorders: application of risk terminology and 





Jarman, M., & Walsh, S. (1999). Evaluating recovery from anorexia nervosa and bulimia 
nervosa: Integrating lessons learned from research and clinical practice. Clinical 
Psychology Review, 19(7), 773-788. https://doi.org/10.1016/S0272-7358(98)00062-2 
 
Jenkins, J., & Ogden, J. (2012). Becoming ‘whole’ again: A qualitative study of women’s 
views of recovering from anorexia nervosa. European Eating Disorders Review, 
20(1), 23-31. https://doi.org/10.1002/erv.1085 
 
Johnson, R. B., & Onwuegbuzie, A. J. (2004). Mixed methods research: A research paradigm 
whose time has come. Educational Researcher, 33(7), 14-26. 
https://doi.org/10.3102/0013189X033007014 
 
Johnson, R. B., Onwuegbuzie, A. J., & Turner, L. A. (2007). Toward a definition of mixed 
methods research. Journal of Mixed Methods Research, 1(2), 112-133. 
https://doi.org/10.1177/1558689806298224 
 
Joiner, J., T.E., Heatherton, T. F., Rudd, D., & Schmidt, N. B. (1997). Perfectionism, 
perceived weight status, and bulimic symptoms: Two studies testing a diathesis 
model. Journal of Abnormal Psychology, 106(1), 145-153. 
https://doi.org/10.1037//0021-843x.106.1.145 
 
Jones, C., Leung, N., & Harris, G. (2007). Dysfunctional core beliefs in eating disorders: A 
review. Journal of Cognitive Psychotherapy: An International Quarterly, 21(2), 156-
171. https://doi.org/10.1891/088983907780851531 
 
Jordan, J., Joyce, P. R., Carter, F. A., Horn, J., McIntosh, V. V. W., Luty, S. E., McKenzie, J. 
M., Frampton, C. M. A., Mulder, R. T., & Bulik, C. M. (2008). Specific and 
nonspecific comorbidity in anorexia nervosa. International Journal of Eating 
Disorders, 41(1), 47-56. https://doi.org/10.1002/eat 
 
Jordan, J., McIntosh, V. V., Carter, J. D., Rowe, S., Taylor, K., Frampton, C. M. A., 
McKenzie, J., Latner, J. D., & Joyce, P. R. (2014). Bulimia nervosa-nonpurging 
subtype: Closer to the bulimia nervosa-purging subtype or to binge eating disorder? 
International Journal of Eating Disorders, 47(3), 231-238. 
https://doi.org/10.1002/eat.22218 
 
Jordan, J., McIntosh, V. V. W., Carter, F. A., Joyce, P. R., Frampton, C. M. A., Luty, S. E., 
McKenzie, J. M., Carter, J. D., & Bulik, C. M. (2017). Predictors of premature 
termination from psychotherapy for anorexia nervosa: Low treatment credibility, 
early therapy alliance, and self-transcendence. International Journal of Eating 
Disorders, 50(8), 979-983. https://doi.org/10.1002/eat.22726 
 
Kearney-Cooke, A., & Striegel-Moore, R. H. (1994). Treatment of childhood sexual abuse in 
anorexia nervosa and bulimia nervosa: A feminist psychodynamic approach. 
International Journal of Eating Disorders, 15(4), 305-319. 
https://doi.org/10.1002/eat.2260150402 
 
Keel, P. K., & Brown, T. A. (2010). Update on course and outcome in eating disorders. 





Keel, P. K., Brown, T. A., Holm-Denoma, J., & Bodell, L. P. (2011). Comparison of DSM-
IV versus proposed DSM-5 diagnostic criteria for eating disorders: Reduction of 
Eating Disorder Not Otherwise Specified and validity. International Journal of Eating 
Disorders, 44(6), 553-560. https://doi.org/10.1002/eat.20892 
 
Keel, P. K., Dorer, D. J., Eddy, K. T., Franko, D., Charatan, D. L., & Herzog, D. B. (2003). 
Predictors of mortality in eating disorders. Archives of General Psychiatry, 60(2), 
179-183. https://doi.org/10.1001/archpsyc.60.2.179 
 
Keel, P. K., & Forney, K. J. (2013). Psychosocial risk factors for eating disorders. 
International Journal of Eating Disorders, 46(5), 433-439. 
https://doi.org/10.1002/eat.22094 
 
Kerem, N. C., Yaasin, F., Srugo, I., & Riskin, A. (2017). Anorexia nervosa versus atypical 
anorexia nervosa in adolescents - does it make any difference from a medical 
perspective? Journal of Adolescent Health, 60(2), S7. 
https://doi.org/10.1016/j.jadohealth.2016.10.035 
 
Keski-Rahkonen, A., Hoek, H. W., Linna, M. S., Raevuori, A., Sihvola, E., Bulik, C. M., 
Rissanen, A., & Kaprio, J. (2009). Incidence and outcomes of bulimia nervosa: A 
nationwide population-based study. Psychological Medicine, 39(5), 823-831. 
https://doi.org/10.1017/S0033291708003942 
 
Keski-Rahkonen, A., Hoek, H. W., Susser, E. S., Linna, M. S., Sihvola, E., Raevuori, A., 
Bulik, C. M., Kaprio, J., & Rissanen, A. (2007). Epidemiology and course of anorexia 
nervosa in the community. American Journal of Psychiatry, 164(8), 1259-1265. 
https://doi.org/10.1176/appi.ajp.2007.06081388 
 
Keski-Rahkonen, A., & Mustelin, L. (2016). Epidemiology of eating disorders in Europe: 
prevalence, incidence, comorbidity, course, consequences, and risk factors. Current 
Opinion in Psychiatry, 29(6), 340-345. 
https://doi.org/10.1097/YCO.0000000000000278 
 
Khalsa, S. S., Portnoff, L. C., McCurdy-McKinnon, D., & Feusner, J. D. (2017). What 
happens after treatment? A systematic review of relapse, remission, and recovery in 
anorexia nervosa. Journal of Eating Disorders, 5(1), 20. 
https://doi.org/10.1186/s40337-017-0145-3 
 
Kille, D. R., Eibach, R. P., Wood, J. V., & Holmes, J. G. (2017). Who can’t take a 
compliment? The role of construal level and self-esteem in accepting positive 
feedback from close others. Journal of Experimental Social Psychology, 68, 40-49. 
https://doi.org/10.1016/j.jesp.2016.05.003 
 
Killen, J. D., Hayward, C., Litt, I., Hammer, L. D., Wilson, D. M., Miner, B., Taylor, B., 
Varady, A., & Shisslak, C. (1992). Is puberty a risk factor for eating disorders? 





Kleifield, E. I., Sunday, S., Hurt, S., & Halmi, K. A. (1994). The Tridimensional Personality 
Questionnaire: an exploration of personality traits in eating disorders. Journal of 
Psychiatric Research, 28(5), 413-423. https://doi.org/10.1016/0022-3956(94)90001-9 
 
Klump, K. L., Bulik, C. M., Pollice, C., Halmi, K. A., Fichter, M. M., Berrettini, W. H., 
Devlin, B., Strober, M., Kaplan, A. S., Woodside, D. B., Treasure, J., Shabbout, M., 
Lilenfeld, L. R. R., Plotnicov, K., & Kaye, W. H. (2000). Temperament and character 
in women with anorexia nervosa. The Journal of Nervous and Mental Disease, 
188(9), 559-567. https://doi.org/10.1097/00005053-200009000-00001 
 
Klump, K. L., Keel, P. K., Sisk, C., & Burt, S. A. (2010). Preliminary evidence that estradiol 
moderates genetic influences on disordred eating attitudes and behaviors during 
puberty. Psychological Medicine, 40(10), 1745-1753. 
https://doi.org/10.1017/S0033291709992236 
 
Klump, K. L., Strober, M., Bulik, C. M., Thornton, L., Johnson, C., Devlin, B., Fitcher, M. 
M., Halmi, K. A., Kaplan, A. S., Woodside, D. B., Crow, S., Mitchell, J., Rotondo, 
A., Keel, P. K., Berrettini, W. H., Plotnicov, K., Pollice, C., Lilenfeld, L. R. R., & 
Kaye, W. H. (2004). Personality characteristics of women before and after recovery 
from an eating disorder. Psychological Medicine, 34(8), 1407-1418. 
https://doi.org/10.1017/S0033291704002442 
 
Klump, K. L., Suisman, J. L., Burt, S. A., McGue, M., & Iacono, W. G. (2009). Genetic and 
Environmental Influences on Disordered Eating: An Adoption Study. Journal of 
Abnormal Psychology, 118(4), 797-805. https://doi.org/10.1037/a0017204 
 
Knowles, L., Anokhina, A., & Serpell, L. (2013). Motivational interventions in the eating 
disorders: What is the evidence? International Journal of Eating Disorders, 46(2), 97-
107. https://doi.org/10.1002/eat.22053 
 
Koff, E., & Rierdan, J. (1993). Advanced pubertal development and eating disturbance in 
early adolescent girls. Journal of Adolescent Health, 14(6), 433-439. 
https://doi.org/10.1016/1054-139x(93)90113-4 
 
Kraemer, H. C., Kazdin, A. E., Offord, D. R., Kessler, R. C., Jensen, P. S., & Kupfer, D. J. 
(1997). Coming to terms with the terms of risk. Archives of General Psychiatry, 
54(4), 337-343. https://doi.org/10.1001/archpsyc.1997.01830160065009 
 
Kvale, S. (2007). Doing Interviews. SAGE Publications. 
 
Kyriachou, O., Easter, A., & Tchanturia, K. (2009). Comparing views of patients, parents, 
and clinicians on emotions in anorexia: A qualitative study. Journal of Health 
Psychology, 14(7), 843-854. https://doi.org/10.1177/1359105309340977 
 
Lacey, J. H., Coker, S., & Birtchnell, S. A. (1986). Bulimia: Factors associated with its 
etiology and maintenance. International Journal of Eating Disorders, 5(3), 475-487. 
https://doi.org/10.1002/1098-108x(198603)5:3<475::aid-eat2260050306>3.0.co;2-0 
 
Lammers, M. W., Vroling, M. S., Ouwens, M. A., Engels, R. C. M. E., & van Strien, T. 
(2015). Predictors of outcome for cognitive behaviour therapy in binge eating 
 
 249 
disorder. European Eating Disorders Review, 23(3), 219-228. 
https://doi.org/10.1002/erv.2356 
 
Laporta-Herrero, I., Jáuregui-Lobera, I., Barajas-Iglesias, B., & Santed-Germán, M. A. 
(2018). Body dissatisfaction in adolescents with eating disorders. Eating and Weight 
Disorders-Studies on Anorexia, Bulimia and Obesity, 23(3), 339-347. 
https://doi.org/10.1007/s40519-016-0353-x 
 
Latner, J. D., Rosewall, J. K., & Simmonds, M. B. (2007). Childhood obesity stigma: 
Association with television, videogame, and magazine exposure. Body Image, 4(2), 
147-155. https://doi.org/10.1016/j.bodyim.2007.03.002 
 
Lawler, M., & Nixon, E. (2011). Body dissatisfaction among adolescent boys and girls: The 
effects of body mass, peer appearance culture and internalization of appearance 
ideals. Journal of Youth and Adolescence, 40(1), 59-71. 
https://doi.org/10.1007/s10964-009-9500-2 
 
Lawson, R., & Dunnachie, B. (2017). Workforce development in the child and adolescent 
mental health sector: The challenge of rolling out a specialist eating disorders 
treatment in New Zealand. In M. Smith & A. F. Jury (Eds.), Workforce Development 
Theory and Practice in the Mental Health Sector. IGI Global. pp.271-283. 
 
le Grange, D. (2016). Elusive etiology of anorexia nervoa: Finding answers in an integrated 
biopsychosocial approach. Journal of the American Academy of Child & Adolescent 
Psychiatry, 55(1), 12-13. https://doi.org/10.1016/j.jaac.2015.10.003 
 
le Grange, D., Crosby, R. D., Rathouz, P. J., & Leventhal, B. L. (2007). A randomized 
controlled comparison of family-based treatment and supportive psychotherapy for 
adolescent bulimia nervosa. Archives of General Psychiatry, 64(9), 1049-1056. 
https://doi.org/10.1001/archpsyc.64.9.1049 
 
le Grange, D., & Gelman, T. (1998). Patients’ perspective of treatment in eating disorders: A 
preliminary study. South African Journal of Psychology, 28(3), 182-186. 
https://doi.org/10.1177/008124639802800309 
 
le Grange, D., Lock, J., Loeb, K., & Nicholls, D. (2010). Academy for Eating Disorders 
position paper: The role of the family in eating disorders. International Journal of 
Eating Disorders, 43(1), 1. https://doi.org/10.1002/eat.20751 
 
Leavy, G., Vallianatou, C., Johnson-Sabine, E., Rae, S., & Gunputh, V. (2011). Psychosocial 
barriers to engagement with an eating disorder service: A qualitative analysis of 
failure to attend. Eating Disorders, 19(5), 425-440. 
https://doi.org/10.1080/10640266.2011.609096 
 
Legard, R., Keegan, J., & Ward, K. (2003). In-depth Interviews. In J. Ritchie & J. Lewis 
(Eds.), Qualitative Research Practice: A Guide for Social Science Students and 




Leung, N., Waller, G., & Thomas, G. (1999). Core beliefs in anorexic and bulimic women. 
The Journal of Nervous and Mental Disease, 187(12), 736-741. 
https://doi.org/10.1097/00005053-199912000-00005 
 
Levin, K. A. (2006). Study design III: Cross-sectional studies. Evidence-Based Dentistry, 7, 
24-25. https://doi.org/10.1038/sj.ebd.6400375 
 
Lewis, J. (2003). Design Issues. In J. Ritchie & J. Lewis (Eds.), Qualitative Research 
Practice: A Guide for Social Science Students and Researchers. SAGE Publications. 
pp.47-76. 
 
Li, J. C., Noll, J. G., Bensman, H. E., & Putnam, F. W. (2018). Childhood sexual abuse 
increases risks for eating disorder symptoms and eating disorder-related health 
problems in females. In S. Negriff (Ed.), Childhood Maltreatment Research, Policy, 
and Practice. Springer. pp.11-26. 
 
Liang, B., & West, J. (2011). Relational health, alexithymia, and psychological distress in 
college women: Testing a mediator model. American Journal of Orthopsychiatry, 
81(2). https://doi.org/10.1111/j.1939-0025.2011.01093.x 
 
Lie, S. Ø., Rø, Ø., & Bang, L. (2019). Is bullying and teasing associated with eating 
disorders? A systematic review and meta-analysis. International Journal of Eating 
Disorders, 52(5), 497-514. https://doi.org/10.1002/eat.23035 
 
Lilenfeld, L. R. R., Kaye, W. H., Greeno, C. G., Merikangas, K. R., Plotnicov, K., Pollice, C., 
Rao, R., Strober, M., Bulik, C. M., & Nagy, L. (1998). A controlled family study of 
anorexia nervosa and bulimia nervosa: Psychiatric disorders in first-degree relatives 
and effects of proband comorbidity. Archives of General Psychiatry, 55(7), 603-610. 
https://doi.org/10.1001/archpsyc.55.7.603 
 
Lilenfeld, L. R. R., Stein, D., Bulik, C. M., Strober, M., Plotnicov, K., Pollice, C., Rao, R., 
Merikangas, K. R., Nagy, L., & Kaye, W. H. (2000). Personality traits among 
currently eating disordered, recovered and never ill first-degree female relatives of 
bulimic and control women. Psychological Medicine, 30(6), 1399-1410. 
https://doi.org/10.1017/s0033291799002792 
 
Linardon, J. (2018). Rates of abstinence following psychological or behavioral treatments for 
binge-eating disorder: Meta-analysis. International Journal of Eating Disorders, 
51(8), 785-797. https://doi.org/10.1002/eat.22897 
 
Linardon, J., & Wade, T. D. (2018). How many individuals achieve symptom abstinence 
following psychological treatments for bulimia nervosa? A meta-analytic review. 
International Journal of Eating Disorders, 51(4), 287-294. 
https://doi.org/10.1002/eat.22838 
 
Linardon, J., Wade, T. D., de la Piedad Garcia, X., & Brennan, L. (2017). The efficacy of 
cognitive-behavioral therapy for eating disorders: A systematic review and meta-





Lincoln, Y. S., & Guba, E. G. (1985). Naturalistic Inquiry. Sage. 
 
Lipscomb, M. (2008). Mixed method nursing studies: a critical realist critique. Nursing 
Philosophy, 9(1), 32-45. https://doi.org/10.1111/j.1466-769X.2007.00325.x 
 
Lock, J., & le Grange, D. (2019). Family-based treatment: Where are we and where should 
we be going to improve recovery in child and adolescent eating disorders. 
International Journal of Eating Disorders, 52(4), 481-487. 
https://doi.org/10.1002/eat.22980 
 
Lock, J., le Grange, D., Agras, W. S., Moye, A., & Bryson, S. W. (2010). Randomized 
clinical trial comparing family-based treatment with adolescent-focused individual 
therapy for adolescents with anorexia nervosa. Archives of General Psychiatry, 
67(10), 1025-1032. https://doi.org/10.1001/archgenpsychiatry.2010.128 
 
Loth, K., van den Berg, P., Eisenberg, M. E., & Neumark-Sztainer, D. (2008). Stressful life 
events and disordered eating behaviors: Findings from Project EAT. Journal of 
Adolescent Health, 43(5), 514-416. https://doi.org/10.1016/j.jadohealth.2008.03.007 
 
MacNeil, L., Esposito-Smythers, C., Mehlenbeck, R., & Weismoore, J. (2012). The effects of 
avoidance coping and coping self-efficacy on eating disorder attitudes and behaviors: 
A stress-diathesis model. Eating Behaviors, 13(4), 293-296.  
 
Mallorgui-Bagué, N., Vintró-Alcaraz, C., Sánchez, I., Riesco, N., Agüera, Z., Granero, R., 
Jiménez-Múrcia, S., Menchón, J. M., Treasure, J., & Fernández-Aranda, F. (2018). 
Emotion regulation as a transdiagnositc feature among eating disorders: Cross-
sectional and longitudinal approach. European Eating Disorders Review, 26(1), 53-
61. https://doi.org/10.1002/erv.2570 
 
Marchiol, F., Penolazzi, B., Cavallero, C., & Luxardi, G. L. (2020). The role of alexithymia 
and coping strategies in eating disorders: A pilot study. Activitas Nervosa Superior. 
https://doi.org/10.1007/s41470-019-00066-9 
 
Marco, J. H., & Tormo-Irun, M. P. (2018). Cyber victimization is associated with eating 
disorder psychopathology in adolescents. Frontiers in Psychology, 9, 987. 
https://doi.org/10.3389/fpsyg.2018.00987 
 
Mayhew, R., & Edelmann, R. J. (1989). Self-esteem, irrational beliefs and coping strategies 
in relation to eating problems in a non-clinical population. Personality and Individual 
Differences, 10(5), 581-584. https://doi.org/10.1016/0191-8869(89)90042-1 
 
Mays, N., & Pope, C. (1995). Rigour and qualitative research. Qualitative Research, 311, 
109-112. https://doi.org/10.1136/bmj.311.6997.109 
 
McAndrew, S., & Warne, T. (2005). Cutting across boundaries: A case study using feminist 
praxis to understand the meanings of self-harm. International Journal of Mental 




McCabe, M. P., Ricciardelli, L. A., & Ridge, D. (2006). “Who thinks I need a perfect body?” 
Perceptions and internal dialogue among adolescents about their bodies. Sex Roles, 
55(5-6), 409-419. https://doi.org/10.1007/s11199-006-9093-0 
 
McFillin, R. K., Cahn, S. C., Burks, V. S., Levine, M. P., Loney, S. L., & Levine, R. L. 
(2012). Social information-processing and coping in adolescent females diagnosed 
with an eating disorder: Toward a greater understanding of control. Eating Disorders, 
20(1), 42-59. https://doi.org/10.1080/10640266.2012.635565 
 
McIntosh, V. V., Bulik, C. M., McKenzie, J. M., Luty, S. E., & Jordan, J. (2000). 
Interpersonal psychotherapy for anorexia nervosa. International Journal of Eating 
Disorders, 27(2), 125-139. https://doi.org/10.1002/(sici)1098-
108x(200003)27:2<125::aid-eat1>3.0.co;2-4 
 
McIntosh, V. V., Jordan, J., Carter, F. A., McKenzie, J., Luty, S. E., Bulik, C. M., & Joyce, 
P. R. (2004). Strict versus lenient weight criterion in anorexia nervosa. European 
Eating Disorders Review, 12(1), 51-60. https://doi.org/10.1002/erv.557 
 
McIntosh, V. V., Jordan, J., Carter, J. D., Frampton, C. M. A., McKenzie, J. M., Latner, J. D., 
& Joyce, P. R. (2016). Psychotherapy for transdiagnostic binge eating: A randomized 
controlled trial of cognitive-behavioural therapy, appetite-focused cognitive-
behavioural therapy, and schema therapy. Psychiatry Research, 240, 412-420. 
https://doi.org/10.1016/j.psychres.2016.04.080 
 
McIntosh, V. V. W., Jordan, J., Carter, F. A., Luty, S. E., McKenzie, J. M., Bulik, C. M., 
Frampton, C. M. A., & Joyce, P. R. (2005). Three psychotherapies for anorexia 
nervosa: A randomised controlled trial. American Journal of Psychiatry, 162(4), 741-
747. https://doi.org/10.1176/appi.ajp.162.4.741 
 
Miniati, M., Callari, A., Maglio, A., & Calugi, S. (2018). Interpersonal psychotherapy for 
eating disorders: Current perspectives. Psychology Research and Behavior 
Management, 11, 353-369. https://doi.org/10.2147/PRBM.S120584 
 
Mitchison, D., Basten, C., Griffiths, S., & Murray, S. B. (2017). Beneath the tip of the 
iceberg: Why so many people with eating disorders are not referred for treatment. 
Australian Family Physician, 46(7), 539.  
 
Mizes, J. S., & Arbitell, M. R. (1991). Bulimics’ perceptions of emotional responding during 
binge-purge episodes. Psychological Reports, 69(2), 527-532. 
https://doi.org/10.2466/pr0.1991.69.2.527 
 
Molendijk, M. L., Hoek, H. W., Brewerton, T. D., & Elzinga, B. M. (2016). Childhood 
maltreatment and eating disorder pathology: A systematic review and dose-response 
meta-analysis. Psychological Medicine, 47(8), 1402-1416. 
https://doi.org/10.1017/S0033291716003561 
 
Mond, J. M., & Hay, P. J. (2008). Public perceptions of binge eating and its treatment. 





Morrow, S. L., & Smith, M. L. (2000). Qualitative research for counseling psychology. In S. 
D. Brown & R. W. Lent (Eds.), Handbook of Counselling Psychology. Wiley. pp.199-
230. 
 
Morse, J. M., Barrett, M., Mayan, M., Olson, K., & Spiers, J. (2002). Verification strategies 
for establishing reliability and validity in qualitative research. International Journal of 
Qualitative Methods, 1(2), 13-22. https://doi.org/10.1177/160940690200100202 
 
Mulgrew, K. E., & Tiggemann, M. (2018). Form or function: Does focusing on body 
functionality protect women from body dissatisfaction when viewing media images? 
Journal of Health Psychology, 23(1), 84-94. 
https://doi.org/10.1177/1359105316655471 
 
Murray, S. B. (2020). Updates in the treatment of eating disorders in 2019: a year in review 
in Eating Disorders: The Journal of Treatment & Prevention. Eating Disorders, 28(1), 
21-31. https://doi.org/10.1080/10640266.2020.1723373 
 
Mussell, M. P., Peterson, C. B., Weller, C. L., Crosby, R. D., de Zwaan, M., & Mitchell, J. E. 
(1996). Differences in body image and depression among obese women with and 
without binge eating disorder. Obesity Research, 4(5), 431-439. 
https://doi.org/10.1002/j.1550-8528.1996.tb00251.x 
 
Myers, T. A., & Crowther, J. H. (2009). Social comparison as a predictor of body 
dissatisfaction: A meta-analytic review. Journal of Abnormal Psychology, 118(4), 
683-698. https://doi.org/10.1037/a0016763 
 
Nagata, T., Matsuyama, M., Kiriike, N., Iketani, T., & Oshima, J. (2000). Stress coping 
strategy in Japanese patients with eating disorders: Relationship with bulimic and 
impulsive behaviours. The Journal of Nervous and Mental Disease, 188(5), 280-286. 
https://doi.org/10.1097/00005053-200005000-00005 
 
Nagl, M., Jacobi, C., Paul, M., Beesdo-Baum, K., Hofler, M., Lieb, R., & Wittchen, H. 
(2016). Prevalence, incidence, and natural course of anorexia and bulimia nervosa 
among adolescents and young adults. European Child & Adolescent Psychiatry, 
25(8), 903-918. https://doi.org/10.1007/s00787-015-0808-z 
 
National Institute for Health and Care Excellence [NICE]. (2017). Eating disorders: 




Nevonen, L., & Broberg, A. G. (2000). The ermergence of eating disorders: An exploratory 
study. European Eating Disorders Review, 8(4), 279-292. 
https://doi.org/10.1002/1099-0968(200008)8:4<279::aid-erv348>3.0.co;2-j 
 
Newton, T., Robinson, T., & Hartley, P. (1993). Treatment for eating disorders in the United 
Kingdom. Part II. Experiences of treatment: A survey of the Eating Disorder 





NHS. (2015). Eating Disorders. http://www.nhs.uk/conditions/eating-
disorders/pages/introduction.aspx 
 
Nilsson, K., Abrahamsson, E., Torbiornsson, A., & Hagglof, B. (2007). Causes of adolescent 
onset anorexia nervosa: Patient perspectives. Eating Disorders, 15(2), 125-133. 
https://doi.org/10.1080/10640260701190642 
 
Nilsson, K., & Hagglof, B. (2006). Patient perspectives of recovery in adolescent onset of 
anorexia nervosa. Eating Disorders, 14(4), 305-311. 
https://doi.org/10.1080/10640260600796234 
 
NIMH. (2016). Eating Disorders. https://www.nimh.nih.gov/health/topics/eating-
disorders/index.shtml 
 
Noordenbos, G. (2011). Which criteria for recovery are relevant according to eating disorder 
patients and therapists? Eating Disorders, 19(5), 441-451. 
https://doi.org/10.1080/10640266.2011.618738 
 
Noordenbos, G., & Seubring, A. (2006). Criteria for recovery from eating disorders 
according to patients and therapists. Eating Disorders, 14(1), 41-54. 
https://doi.org/10.1080/10640260500296756 
 
O’Connor, C., McNamara, N., O’Hara, L., & McNicholas, F. (2016). Eating disorder literacy 
and stigmatising attitudes towards anorexia, bulimia and binge eating disorder among 
adolescents. Advances in Eating Disorders, 4(2), 125-140. 
https://doi.org/10.1080/21662630.2015.1129635 
 
Oakley Browne, M. A., Wells, E., Scott, K. M., & McGee, M. A. (2006). Lifetime prevalence 
and projected lifetime risk of DSM-IV disorders in Te Rau Hinengaro: The New 
Zealand Mental Health Survey. Australian and New Zealand Journal of Psychiatry, 
40(10), 865-874. https://doi.org/10.1080/j.1440-1614.2006.01905.x 
 
Oates, J. (2015). Use of Skype in interviews: the impact of the medium in a study of mental 
health nurses. Nurse Researcher, 22(4), 13-17. 
https://doi.org/10.7748/nr.22.4.13.e1318 
 
Offord, A., Turner, H., & Cooper, M. (2006). Adolescent inpatient treatment for anorexia 
nervosa: A qualitative study exploring young adults’ retrospective views of treatment 
and discharge. European Eating Disorders Review, 14(6), 377-387. 
https://doi.org/10.1002/erv.687 
 
Patching, J., & Lawler, J. (2009). Understanding women’s experiences of developing an 
eating disorder and recovering: a life-history approach. Nursing Inquiry, 16(1), 10-21. 
https://doi.org/10.1111/j.1440-1800.2009.00436.x 
 
Paterson, G., Power, K., Yellowlees, A., Park, K., & Taylor, L. (2007). The relationship 
between two-dimensional self-esteem and problem solving style in an anorexic 





Paxton, S. J., Schutz, H. K., Wertheim, E. H., & Muir, S. L. (1999). Friendship clique and 
peer influence on body image concerns, dietary restraint, extreme weight-loss 
behaviours, and binge eating in adolescent girls. Journal of Abnormal Psychology, 
108(2), 255-266. https://doi.org/10.1037//0021-843x.108.2.255 
 
Peñas-Lledó, E., Bulik, C. M., Lichtenstein, P., Larsson, H., & Baker, J. H. (2015). Risk for 
self-reported anorexia or bulimia nervosa based on drive for thinness and negative 
affect clusters/dimensions during adolescence: A three-year prospective study of the 
TChAD cohort. International Journal of Eating Disorders, 48(6), 692-699. 
https://doi.org/10.1002/eat.22431 
 
Petrie, K. J., Broadbent, E., & Kydd, R. (2008). Illness perceptions in mental health: Issues 
and potential applications. Journal of Mental Health, 17(6), 559-564. 
https://doi.org/10.1080/09638230802523047 
 
Pettersen, G., & Rosenvinge, J. H. (2002). Improvement and recovery from eating disorders: 
A patient perspective. Eating Disorders, 10(1), 61-71. https://doi.org/10.1002/erv.425 
 
Pham-Scottez, A., Huas, C., Perez-Diaz, F., Nordon, C., Divac, S., Dardennes, R., …, & 
Rouillon, F. (2012). Why do people with eating disorders drop out from inpatient 
treatment? The role of personality factors. The Journal of Nervous and Mental 
Disease, 200(9), 807-813. https://doi.org/10.1097/NMD.0b013e318266bbba 
 
Pinaquy, S., Chabrol, H., Simon, C., Louvet, J., & Barbe, P. (2003). Emotional eating, 
alexithymia, and binge eating disorder in obese women. Obesity Research, 11(2), 
195-201. https://doi.org/10.1038/oby.2003.31 
 
Piran, N., & Cormier, H. C. (2005). The social construction of women and disordered eating 
patterns. Journal of Counselling Psychology, 52(4), 549-558. 
https://doi.org/10.1037/0022-0167.52.4.549 
 
Pokrajac-Bulian, A., Ambrosi-Randić, N., & Kukić, M. (2008). Thin-ideal internalisation and 
comparison process as mediators of social influence and psychological functioning in 
the development of disturbed eating habits in Croatian college females. Psychological 
Topics, 17(2), 221-245.  
 
Polivy, J., & Herman, C. P. (2002). Causes of eating disorders. Annual Review of Psychology, 
53(1), 187-213. https://doi.org/10.1146/annurev.psych.53.100901.135103 
 
Polivy, J., & Herman, C. P. (2004). Sociocultural idealization of thin female body shapes: An 
introduction to the special issue on body image and eating disorders. Journal of Social 
and Clinical Psychology, 23(1), 1-6. https://doi.org/10.1521/jscp.23.1.1.26986 
 
Pollack, L. E., & Aponte, M. (2001). Patients’ perceptions of their bipolar illness in a public 
hospital setting. Psychiatric Quarterly, 72(2), 167-179.  
 
Pomeroy, C., & Mitchell, J. E. (2002). Medical complications of anorexia nervosa and 
bulimia nervosa. In C. G. Fairburn & K. D. Brownell (Eds.), Eating Disorders and 




PricewaterhouseCoopers. (2015). The costs of eating disorders: Social, health and economic 
impacts. Assessing the impact of eating disorders across the UK on behalf of BEAT. 
BEAT. 
 
Prichard, I., Kavanagh, E., Mulgrew, K. E., Lim, M. S. C., & Tiggemann, M. (2020). The 
effect of Instagram #fitspiration images on young women’s mood, body image, and 
exercise behaviour. Body Image, 33, 1-6. 
https://doi.org/10.1016/j.bodyim.2020.02.002 
 
Pugh, M. (2015). A narrative review of schemas and schema therapy outcomes in the eating 
disorders. Clinical Psychology Review, 39, 30-41. 
https://doi.org/10.1016/j.cpr.2015.04.003 
 
Pugh, M., Waller, G., & Esposito, M. (2018). Childhood trauma, dissociation, and the 
internal eating disorder ‘voice’. Child Abuse & Neglect, 86, 197-205. 
https://doi.org/10.1016/j.chiabu.2018.10.005 
 
Punch, K. F. (2003). Survey Research: The Basics. SAGE Publications. 
 
Rance, N., Clarke, V., & Moller, N. (2017a). The anorexia nervosa experience: Shame, 
solitude and salvation. Counselling and Psychotherapy Research, 17(2), 127-136. 
https://doi.org/10.1002/capr.12097 
 
Rance, N., Moller, N. P., & Clarke, V. (2017b). 'Eating disorders are not about food, they’re 
about life': Client perspectives on anorexia nervosa treatment. Journal of Health 
Psychology, 22(5), 582-594. https://doi.org/10.1177/1359105315609088 
 
Rand, K., Vallis, M., Aston, M., Price, S., Piccinini, H., Rehman, L., & Kirk, S. F. L. (2017). 
“It is not the diet; it is the mental part we need help with.” A multilevel analysis of 
psychological, emotional, and social well-being in obesity. International Journal of 
Qualitative Studies on Health and Well-Being, 12(1), 1-14. 
https://doi.org/10.1080/17482631.2017.1306421 
 
Rayworth, B. B., Wise, L. A., & Harlow, B. L. (2004). Childhood abuse and risk of eating 
disorders in women. Epidemiology, 15(3), 271-278. 
https://doi.org/10.1097/01.ede.0000120047.07140.9d 
 
Reas, D. L. (2017). Public and healthcare professionals’ knowledge and attitudes toward 
binge eating disorder: A narrative review. Nutrients, 9(11), 1267. 
https://doi.org/10.3390/nu9111267 
 
Redenbach, J., & Lawler, J. (2003). Recovery from disordered eating: what life histories 
reveal. Contemporary Nurse: A Journal for the Australian Nursing Profession, 15(1-
2), 148-156. https://doi.org/10.5172/conu.15.1-2.148 
 
Reid, M., Williams, S., & Burr, J. (2010). Perspectives on eating disorders and service 





Ritchie, J. (2003). The Applications of Qualitative Methods to Social Research. In J. Ritchie 
& J. Lewis (Eds.), Qualitative Research Practice: A Guide for Social Science 
Students and Researchers. SAGE Publications. pp.24-46. 
 
Ritchie, J., & Lewis, J. (2003). Qualitative Research Practice: A Guide for Social Science 
Students and Researchers. SAGE Publications. 
 
Ritchie, T. D., Sedikides, C., Wildschut, T., Arndt, J., & Gidron, Y. (2011). Self-concept 
clarity mediates the relation between stress and subjective well-being. Self and 
Identity, 10(4), 493-508. https://doi.org/10.1080/15298868.2010.493066 
 
Rodgers, R. F., Berry, R., & Franko, D. L. (2018). Eating disorders in ethnic minorities: an 
update. Current Psychiatry Reports, 20(10), 1-11. https://doi.org/10.1007/s11920-
018-0938-3 
 
Rorty, M., Yager, J., & Rossotto, E. (1993). Why and how to women recover from bulimia 
nervosa? The subjective appraisals of forty women recovered for a year or more. 
International Journal of Eating Disorders, 14(3), 249-260. 
https://doi.org/10.1002/1098-108x(199311)14:3<249::aid-eat2260140303>3.0.co;2-o 
 
Rorty, M., Yager, J., & Rossotto, E. (1994). Childhood sexual, physical, and psychological 
abuse in bulimia nervosa. The American Journal of Psychiatry, 151(8), 1122-1126. 
https://doi.org/10.1176/ajp.151.8.1122 
 
Rorty, M., Yager, J., & Rossotto, E. (1995). Aspects of childhood physical punishment and 
family environment correlates in bulimia nervosa. Child Abuse & Neglect, 19(6), 659-
667. https://doi.org/10.1016/0145-2134(95)00024-3 
 
Rosenvinge, J. H., & Klusmeier, A. K. (2000). Treatment for eating disorders from a patient 
satisfaction perspective: A Norwegian replication of a British study. European Eating 
Disorders Review, 8(4), 293-300. https://doi.org/10.1002/1099-
0968(200008)8:4<293::aid-erv346>3.0.co;2-4 
 
Rossotto, E., Rorty-Greenfield, M., & Yager, J. (1996). What causes and maintains bulimia 
nervosa? recovered and nonrecovered women’s reflections on the disorder. Eating 
Disorders, 4(2), 115-127. https://doi.org/10.1080/10640269608249179 
 
Rotter, J. B. (1966). Generalized expectations for internal versus external control of 
reinforcement. Psychological Monographs: General and Applied, 80(1), 1-28. 
https://doi.org/10.1037/h0092976 
 
Rozenblat, V., Ryan, J., Wertheim, E. H., King, R., Olsson, C. A., & Krug, I. (2017). 
Investigating direct links between depression, emotional control, and physical 
punishment with adolescent drive for thinness and bulimic behaviors, including 
possible moderation by the serotonin transporter 5-HTTLPR polymorphism. Frontiers 
in Psychology, 8(1361), 1-9. https://doi.org/10.3389/fpsyg.2017.01361 
 
Russell, G. (1979). Bulimia nervosa: an ominous variant of anorexia nervosa. Psychological 




Ryan, R. M., & Deci, E. L. (2000). Self-determination theory and the facilitation of intrinsic 
motivation, social development, and well-being. American Psychologist, 55(1), 68-68. 
https://doi.org/10.1037/0003-066X.55.1.68 
 
Saldana, J. (2009). The Coding Manual for Qualitative Researchers. SAGE Publications. 
 
Sayer, A. (2000). Realism and Social Science. SAGE Publications. 
 
Schaumberg, K., Welch, E., Breithaupt, L., Hubel, C., Baker, J. H., Munn-Chernoff, M. A., 
Yilmaz, Z., Ehrlich, S., Mustelin, L., Ghaderi, A., Hardaway, J. A., Bulik-Sullivan, 
E., Hedman, A. M., Jangmo, A., Nilsson, I. A. K., Wiklund, C., Yao, S., Seidel, M., & 
Bulik, C. M. (2017). The science behind the academy for eating disorders’ nine truths 
about eating disorders. European Eating Disorders Review, 25(6), 432-450. 
https://doi.org/10.1002/erv.2553 
 
Schmidt, U., Jiwany, A., & Treasure, J. (1993). A controlled study of alexithymia in eating 
disorders. Comprehensive Psychiatry, 34(1), 54-58. https://doi.org/10.1016/0010-
440X(93)90036-4 
 
Schmidt, U., Magill, N., Renwick, B., Keyes, A., Kenyon, M., DeJong, H., Lose, A., 
Broadbent, H., Loomes, R., Yasin, H., Watson, C., Ghelani, S., Bonin, E., Serpell, L., 
Richards, L., Johnson-Sabine, E., Broughton, N., Whitehead, L., Beecham, J., …, & 
Landau, S. (2015). The maudsley outpatient study of treatments for anorexia nervosa 
and related conditions (MOSAIC): Comparison of the maudsley model of anorexia 
treatment for adults (MANTRA) with specialist supportive clinical management 
(SSCM) in outpatients with broadly defined anorexia nervosa: A randomized 
controlled trial. Journal of Consulting and Clinical Psychology, 83(4), 796-807. 
https://doi.org/10.1037/ccp0000019 
 
Schmidt, U., Tiller, J., Blanchard, M., Andrews, B., & Treasure, J. (1997). Is there a specific 
trauma precipitating anorexia nervosa? Psychological Medicine, 27(3), 523-530. 
https://doi.org/10.1017/s0033291796004369 
 
Schmidt, U., & Treasure, J. (2006). Anorexia nervosa: Valued and visible. A cognitive-
interpersonal maintenance model and its implications for research and practice. 
British Journal of Clinical Psychology, 45(3), 343-366. 
https://doi.org/10.1348/014466505X53902 
 
Schmidt, U., Wade, T., & Treasure, J. (2014). The maudsley model of anorexia nervosa 
treatment for adults (MANTRA): Development, key features, and preliminary 
evidence. Journal of Cognitive Psychotherapy: An International Quarterly, 28(1), 48-
71. https://doi.org/10.1891/0889-8391.28.1.48 
 
Schwartz, M. F., & Cohn, L. (1996). Sexual abuse and eating disorders. Brunner-Routledge. 
 
Serfaty, M. A., Turkington, D., Heap, M., Ledsham, L., & Jolley, E. (1999). Cognitive 
therapy versus dietary counselling in the outpatient treatment of anorexia nervosa: 





Shafran, R., Egan, S. J., & Wade, T. D. (2010). Overcoming Perfectionism: A self-help guide 
using cognitive-behavioural techniques. Robinson. 
 
Shafran, R., & Mansell, W. (2001). Perfectionism and psychopathology: A review of 
research and treatment. Clinical Psychology Review, 21(6), 879-906. 
https://doi.org/10.1016/S0272-7358(00)00072-6 
 
Shatford, L. A., & Evans, D. R. (1986). Bulimia as a manifestation of the stress process: A 




Silverman, J. A. (1997). Anorexia nervosa: Historical perspective on treatment. In D. M. 
Garner & P. E. Garfinkel (Eds.), Handbook of Treatment for Eating Disorders. 
Guildford Press. pp.3-11. 
 
Sinkowitz-Cochran, R. L. (2013). Survey design: To ask or not to ask? That is the 
Question…. Clinical Infectious Diseases, 56(8), 1159-1164. 
https://doi.org/10.1093/cid/cit005 
 
Slade, P. (1982). Toward a functional analysis of anorexia nervosa and bulimia nervosa. 
British Journal of Clinical Psychology, 21(3), 167-179. 
https://doi.org/10.1111/j.2044-8260.1982.tb00549.x 
 
Smink, F. R. E., van Hoeken, D., & Hoek, H. W. (2012). Epidemiology of eating disorders: 
Incidence, prevalence and mortality rates. Current Psychiatry Reports, 14(4), 406-
414. https://doi.org/10.1007/s11920-012-0282-y 
 
Smolak, L., Levine, M. P., & Gralen, S. (1993). The impact of puberty and dating on eating 
problems among middle school girls. Journal of Youth and Adolescence, 22(4), 355-
368. https://doi.org/10.1007/bf01537718 
 
Snape, D., & Spencer, L. (2003). The Foundations of Qualitative Research. In J. Ritchie & J. 
Lewis (Eds.), Qualitative Research Practice: A Guide for Social Science Students and 
Researchers. SAGE Publications. pp.1-23. 
 
Speranza, M., Atger, F., Corcos, M., Loas, G., Guilband, O., Stéphan, P., Perez-Diaz, F., 
Hallfon, O., Venisse, J. L., Bizouard, P., Lang, F., Flament, M., & Jeammet, P. 
(2003). Depressive psychopathology and adverse childhood experiences in eating 
disorders. European Psychiatry, 18, 377-383. 
https://doi.org/10.1016/j.eurpsy.2003.04.001 
 
Speranza, M., Loas, G., Wallier, J., & Corcos, M. (2007). Predictive value of alexithymia in 
pateints with eating disorders: A 3-year prospective study. Journal of Psychosomatic 
Research, 63(4), 365-371. https://doi.org/10.1016/j.jpsychores.2007.03.008 
 
Steele, A. L., & Wade, T. D. (2008). A randomised trial investigating guided self-help to 
reduce perfectionism and its impact on bulimia nervosa: A pilot study. Behaviour 




Steiger, H., Sansfaçon, J., Thaler, L., Leonard, N., Cottier, D., Kahan, E., Fletcher, E., Rossi, 
E., Israel, M., & Gauvin, L. (2017). Autonomy support and autonomous motivation in 
the outpatient treatment of adults with an eating disorder. International Journal of 
Eating Disorders, 50(9), 1058-1066. https://doi.org/10.1002/eat.22734 
 
Steinhausen, H. (2002). The outcome of anorexia nervosa in the 20th century. American 
Journal of Psychiatry, 159(8), 1284-1293. https://doi.org/10.1176/appi.ajp.159.8.1284 
 
Steinhausen, H. (2008). Outcome of eating disorders. Child and Adolescent Psychiatric 
Clinics of North America, 18(1), 225-242. https://doi.org/10.1016/j.chc.2008.07.013 
 
Steinhausen, H., & Jensen, C. M. (2015). Time trends in lifetime incidence rates of first-time 
diagnosed anorexia nervosa and bulimia nervosa across 16 years in a danish 
nationwide psychiatric registry study. International Journal of Eating Disorders, 
48(7), 845-850. https://doi.org/10.1002/eat.22402 
 
Steinhausen, H., & Weber, S. (2009). The outcome of bulimia nervosa: Findngs from one-
quarter century of research. The American Journal of Psychiatry, 166(12), 1331-1341. 
https://doi.org/10.1176/appi.ajp.2009.09040582 
 
Stern, A. E., Lynch, D. L., Oates, R. K., O’Toole, B. I., & Cooney, G. (1995). Self esteem, 
depression, behaviour and family functioning in sexually abused children. Journal of 
Child Psychology and Psychiatry, 36(6), 1077-1089. https://doi.org/10.1111/j.1469-
7610.1995.tb01352.x 
 
Stice, E. (2002). Risk and maintenance factors for eating pathology: A meta-analytic review. 
Psychological Bulletin, 128(5), 825-848. https://doi.org/10.1037//0033-
2909.128.5.825 
 
Stice, E., Marti, C. N., & Rohde, P. (2013). Prevalence, incidence, impairment and course of 
the proposed DSM-5 eating disorder diagnoses in an 8 year prospective community 
study of young women. Journal of Abnormal Psychology, 122(2), 445-457. 
https://doi.org/10.1037/a0030679 
 
Stice, E., Presnell, K., & Bearman, S. K. (2001). Relation of early menarche to depression, 
eating disorders, substance abuse, and comorbid psychopathology among adolescent 
girls. Developmental Psychology, 37(5), 608-619. https://doi.org/10.1037//0012-
1649.37.5.608 
 
Stice, E., Schupak-Neuberg, E., Shaw, H. E., & Stein, R. I. (1994). Relation of media 
exposure to eating disorder symptomatology: An examination of mediating 
mechanisms. Journal of Abnormal Psychology, 103(4), 836-840. 
https://doi.org/10.1037//0021-843x.103.4.836 
 
Striegel-Moore, R. H., & Bulik, C. M. (2007). Risk factors for eating disorders. American 
Psychologist, 62(3), 181-198. https://doi.org/10.1037/0003-066X.62.3.181 
 
Striegel-Moore, R. H., Dohm, F., Pike, K. M., Wilfley, D. R., & Fairburn, C. G. (2002). 
Abuse, bullying, and discrimination as risk factors for binge eating disorder. The 
 
 261 
American Journal of Psychiatry, 159(11), 1902-1907. 
https://doi.org/10.1176/appi.ajp.159.11.1902 
 
Strober, M. (1982). Locus of control, psychopathology, and weight gain in juvenile anorexia 
nervosa. Journal of Abnormal Child Psychology, 10(1), 97-106. 
https://doi.org/10.1007/bf00915954 
 
Strober, M. (1984). Stressful life events associated with bulimia in anorexia nervosa. 
Empirical findings and theoretical speculations. International Journal of Eating 
Disorders, 3(2), 3-16. https://doi.org/10.1002/1098-108x(198424)3:2<3::aid-
eat2260030203>3.0.co;2-6 
 
Stunkard, A. J., Harris, J. R., Pedersen, N. L., & McClearn, G. E. (1990). The body-mass 
index of twins who have been reared apart. New England Journal of Medicine, 
322(21), 1483-1487. https://doi.org/10.1056/NEJM199005243222102 
 
Sullivan, P. F., Bulik, C. M., Fear, J. L., & Pickering, A. (1998). Outcome of anorexia 
nervosa: a case-control study. American Journal of Psychiatry, 155(7), 939-946. 
https://doi.org/10.1176/ajp.155.7.939 
 
Surgenor, L. J., Horn, J., & Hudson, S. M. (2003). Empirical scrutiny of a familiar narrative: 
Sense of control in anorexia nervosa. European Eating Disorders Review, 11(4), 291-
305. https://doi.org/10.1002/erv.499 
 
Surgenor, L. J., Horn, J., Plumridge, E. W., & Hudson, S. M. (2002). Anorexia nervosa and 
psychological control: A reexamination of selected theoretical accounts. European 
Eating Disorders Review, 10(2), 85-101. https://doi.org/10.1002/erv.457 
 
Surgenor, L. J., & Maguire, S. (2013). Assessment of anorexia nervosa: an overview of 
universal issues and contextual challenges. Journal of Eating Disorders, 1(1), 29. 
https://doi.org/10.1186/2050-2974-1-29 
 
Susser, M. (1991). What is a cause and how do we know one? A grammar for pragmatic 
epidemiology. American Journal of Epidemiology, 133(7), 635-648. 
https://doi.org/10.1093/oxfordjournals.aje.a115939 
 
Swain-Campbell, N. R., Surgenor, L. J., & Snell, D. L. (2001). An analysis of consumer 
perspectives following contact with an eating-disorders service. Australian and New 
Zealand Journal of Psychiatry, 35(1), 99-103. https://doi.org/10.1046/j.1440-
1614.2001.00855.x 
 
Swarr, A. E., & Richards, M. H. (1996). Longitudinal effects of adolescent girls’ pubertal 
development, perceptions of pubertal timing, and parental relations on eating 
problems. Developmental Psychology, 32(4), 636-646. https://doi.org/10.1037//0012-
1649.32.4.636 
 
Sweetingham, R., & Waller, G. (2008). Childhood experiences of being bullied and teased in 





Tagay, S., Schlegl, S., & Senf, W. (2010). Traumatic events, posttraumatic stress 
symptomatology and somatoform symptoms in eating disorder patients. European 
Eating Disorders Review, 18(2), 124-132. https://doi.org/10.1002/erv.972 
 
Thompson, K., Dorairaj, K., Wilksch, S., Wade, T., Paxton, S., Austin, S. B., & Bryne, S. 
(2013). Prevention of disordered eating in adolescents: the role of perfectionism and 
media internalisation. Journal of Eating Disorders, 1(Suppl 1), O35. 
https://doi.org/10.1186/2050-2974-1-S1-O35 
 
Tierney, S. (2008). The individual within a condition: A qualitative study of young people’s 
reflections on being treated for anorexia nervosa. Journal of the American Psychiatric 
Nurses Association, 13(6), 368-375. https://doi.org/10.1177/1078390307309215 
 
Tiggemann, M., & Barbato, I. (2018). “You look great!”: The effect of viewing appearance-
related Instagram comments on women’s body image. Body Image, 27(1), 61-66. 
https://doi.org/10.1016/j.bodyim.2018.08.009 
 
Tiggemann, M., & Boundy, M. (2008). Effect of environment and appearance compliment on 
college women’s self-objectification, mood, body shame, and cognitive performance. 
Psychology of Women Quarterly, 32(4), 399-405. https://doi.org/10.1111/j.1471-
6402.2008.00453.x 
 
Tiggemann, M., & Raven, M. (1998). Dimensions of control in bulimia and anorexia 
nervosa: Internal control, desire for control or fear of losing self-control. Eating 
Disorders, 6(1), 65-71. https://doi.org/10.1080/10640269808249248 
 
Tiggemann, M., & Slater, A. (2013). Netgirls: The internet, Facebook, and body image 
concern in adolescent girls. International Journal of Eating Disorders, 46(6), 630-
633. https://doi.org/10.1002/eat.22141 
 
Tiggemann, M., & Slater, A. (2017). Facebook and body image concern in adolescent girls: 
A prospective study. International Journal of Eating Disorders, 50(1), 80-83. 
https://doi.org/10.1002/eat.22640 
 
Tiggemann, M., & Zaccardo, M. (2015). “Exercise to be fit, not skinny”: The effect of 
fitspiration imagery on women’s body imagery on women’s body image. Body Image, 
15, 61-67. https://doi.org/10.1016/j.bodyim.2015.06.003 
 
Tozzi, F., Sullivan, P. F., Fear, J. L., McKenzie, J., & Bulik, C. M. (2002). Causes and 
recovery in Anorexia Nervosa: The patient’s perspective. International Journal of 
Eating Disorders, 33(2), 143-154. https://doi.org/10.1002/eat.10120 
 
Tozzi, F., Thornton, L. M., Klump, K. L., Fichter, M. M., Halmi, K. A., Kaplan, A. S., 
Stober, M., Woodside, D. B., Crow, S., Mitchell, J., Rotondo, A., Mauri, M., Cassano, 
G., Keel, P. K., Plotnicov, K., Pollice, C., Lilenfeld, L. R. R., Berrettini, W. H., Bulik, 
C. M., & Kaye, W. H. (2005). Symptom fluctuation in eating disorders: Correlates of 





Treasure, J., Cardi, V., Leppanen, J., & Turton, R. (2015). New treatment approaches for 
severe and enduring eating disorders. Physiology & Behavior, 152(Pt B), 456-465. 
https://doi.org/10.1016/j.physbeh.2015.06.007 
 
Treasure, J., Duarte, T. A., & Schmidt, U. (2020). Eating Disorders. The Lancet, 395(10227), 
899-911. https://doi.org/10.1016/S0140-6736(20)30059-3 
 
Treasure, J., Katzman, M., Schmidt, U., Troop, N., Todd, G., & de Silva, P. (1999). 
Engagement and outcome in the treatment of bulimia nervosa: first phase of a 
sequential design comparing motivation enhancement therapy and cognitive 
behavioural therapy. Behaviour Research and Therapy, 37(5), 405-418. 
https://doi.org/10.1016/S0005-7967(98)00149-1 
 
Treasure, J., & Schmidt, U. (1999). Beyond effectiveness and efficiency lies quality in 
services for eating disorders. European Eating Disorders Review, 7(3), 162-178. 
https://doi.org/10.1002/(sici)1099-0968(199906)7:3<162::aid-erv255>3.0.co;2-5 
 
Treasure, J., & Schmidt, U. (2013). The cognitive-interpersonal maintenance model of 
anorexia nervosa revisited: a summary of the evidence for cognitive, socio-emotional 
and interpersonal predisposing and perpetuating factors. Journal of Eating Disorders, 
1(1), 13. https://doi.org/10.1186/2050-2974-1-13 
 
Tylka, T. L., & Sabik, N. J. (2010). Integrating social comparison theory and self-esteem 
within objectification theory to predict women’s disordered eating. Sex Roles, 63(1-
2), 18-31. https://doi.org/10.1007/s11199-010-9785-3 
 
Udo, T., & Grilo, C. M. (2018). Prevalence and correlates of DSM-5 defined Eating 
Disorders in nationally representative sample of U.S. adults. Biological Psychiatry, 
84(5), 345-354. https://doi.org/10.1016/j.biopsych.2018.03.014 
 
Vall, E., & Wade, T. D. (2015). Predictors of treatment outcome in individuals with eating 
disorders: A systematic review and meta-analysis. International Journal of Eating 
Disorders, 48(7), 946-971. https://doi.org/10.1002/eat.22411 
 
Vall, E., & Wade, T. D. (2017). Predictors and moderators of outcomes and readmission for 
adolescent inpatients with anorexia nervosa: A pilot study. Clinical Psychologist, 
21(2), 143-152. https://doi.org/10.1111/cp.12091 
 
Vandereycken, W., & Vansteenkiste, M. (2009). Let eating disorder patients decide: 
Providing a choice may reduce early drop-out from inpatient treatment. European 
Eating Disorders Review, 17(3), 177-183. https://doi.org/10.1002/erv.917 
 
Vartanian, L. R., & Dey, S. (2013). Self-concept clarity, thin-ideal internalization, and 
appearance-related social comparison as predictors of body dissatisfaction. Body 
Image, 10(4), 495-500. https://doi.org/10.1016/j.bodyim.2013.05.004 
 
Vohs, K. D., Bardone, A. M., Joiner, J. T. E., Abramson, L. Y., & Heatherton, T. F. (1999). 
Perfectionism, perceived weight status, and self-esteem interact to predict bulimic 
symptoms: A model of bulimic symptom development. Journal of Abnormal 




Vohs, K. D., Voelz, Z. R., Pettit, J. W., Bardone, A. N., Katz, J., Abramson, L. Y., 
Heatherton, T. F., & Joiner, J. T. E. (2001). Perfectionism, body dissatisfaction, and 
self-esteem: An interactive model of bulimic symptom development. Journal of 
Social and Clinical Psychology, 20(4), 476-497. 
https://doi.org/10.1521/jscp.20.4.476.22397 
 
Wade, T., O’Shea, A., & Shafran, R. (2016). Perfectionism and eating disorders. In F. Sirois 
& D. Molnar (Eds.), Perfectionism, Health and Well-being. Springer. pp.205-222. 
 
Wade, T. D., Bulik, C. M., Neale, M., & Kendler, K. S. (2000). Anorexia nervosa and major 
depression: Shared genetic and environmental risk factors. The American Journal of 
Psychiatry, 157(3), 469-471. https://doi.org/10.1176/appi.ajp.157.3.469 
 
Wade, T. D., Treasure, J., & Schmidt, U. (2011). A case series evaluation of the Maudsley 
model for treatment of adults with anorexia nervosa. European Eating Disorders 
Review, 19(15), 382-389. https://doi.org/10.1002/erv.1078 
 
Waller, G. (1991). Sexual abuse as a factor in eating disorders. The British Journal of 
Psychiatry, 159(5), 664-671. https://doi.org/10.1192/bjp.159.5.664 
 
Waller, G. (1992). Sexual abuse and bulimic symptoms in eating disorders: Do family 
interactions and self-esteem explain the links? International Journal of Eating 
Disorders, 12(3), 235-240. https://doi.org/10.1002/1098-108x(199211)12:3<235::aid-
eat2260120302>3.0.co;2-8 
 
Waller, G. (1992b). Sexual abuse and the severity of bulimic symptoms. British Journal of 
Psychiatry, 161(1), 90-93. https://doi.org/10.1192/bjp.161.1.90 
 
Waller, G. (1993). Association of sexual abuse and borderline personality disorder in eating 
disordered women. International Journal of Eating Disorders, 13(3), 259-263. 
https://doi.org/10.1002/1098-108x(199304)13:3<259::aid-eat2260130303>3.0.co;2-h 
 
Waller, G. (1998). Perceived control in eating disorders: Relationship with reported sexual 
abuse. International Journal of Eating Disorders, 23(2), 213-216. 
https://doi.org/10.1002/(sici)1098-108x(199803)23:2<213::aid-eat12>3.0.co;2-0 
 
Waller, G. (2003). Schema-level cognitions in patients with binge eating disorder: A case 
control study. International Journal of Eating Disorders, 33(4), 458-464. 
https://doi.org/10.1002/eat.10161 
 
Waller, G. (2016a). Recent advances in psychological therapies for eating disorders. 
F1000Research, 5(F1000 Faculty Rev), 702. 
https://doi.org/10.12688/f1000research.7618.1 
 
Waller, G. (2016b). Treatment protocols for eating disorders: clinicians’ attitudes, concerns, 
adherence and difficulties delivering evidence-based psychological interventions. 




Watson, H. J., & Bulik, C. M. (2013). Update on the treatment of anorexia nervosa: review of 
clinical trials, practice guidelines and emerging interventions. Psychological 
Medicine, 43(12), 2477-2500. https://doi.org/10.1017/S0033291712002620 
 
Watson, H. J., Yilmaz, Z., Thornton, L. M., Hübel, C., Coleman, J. R., Gaspar, H. A., Bryois, 
J., Hinney, A., Leppä, V. M., Mattheisen, M., Medland, S. E., Ripke, S., Yao, S., 
Giusti-Rodriguez, P., Anorexia Nervosa Genetics Initiative, Hanscombe, K. B., 
Purves, K. L., Eating Disorders Working Group of the Psychiatric Genomics 
Consortium, Adan, R. A. H., …, & Bulik, C. M. (2019). Genome-wide association 
study identifies eight risk loci and implicates metabo-psychiatric origins for anorexia 
nervosa. Nature Genetics, 51(8), 1207-1214. https://doi.org/10.1038/s41588-019-
0439-2 
 
Weaver, K., Wuest, J. & Ciliska, D. (2005). Understanding women’s journey of recovering 
from anorexia nervosa. Qualitative Health Research, 15(2), 188-206. 
https://doi.org/10.1177/1049732304270819 
 
Welch, S. L., & Fairburn, C. G. (1994). Sexual abuse and bulimia nervosa: Three integrated 
case control comparisons. American Journal of Psychiatry, 151(3), 402-407. 
https://doi.org/10.1176/ajp.151.3.402 
 
Whittaker, E., & Kowalski, R. M. (2015). Cyberbullying via social media. Journal of Social 
Violence, 14(1), 11-29. https://doi.org/10.1080/15388220.2014.949377 
 
Wilksch, S., & Wade, T. D. (2009). Reduction of shape and weight concern in young 
adolescents: A 30-month controlled evaluation of a media literacy program. Journal 
of American Academy of Child & Adolescent Psychiatry, 48(6), 652-661. 
https://doi.org/10.1097/CHI.0b013e3181a1f559 
 
Wilksch, S. M., O’Shea, A., Ho, P., Byrne, S., & Wade, T. D. (2020). The relationship 
between social media use and disordered eating in young adolescents. International 
Journal of Eating Disorders, 53(1), 96-106. https://doi.org/10.1002/eat.23198 
 
Wilksch, S. M., Paxton, S. J., Austin, S. B., McLean, S. A., Thompson, K. M., Dorairaj, K., 
& Wade, T. D. (2015). Prevention Across the Spectrum: A randomized-controlled 
trial of three programs to reduce risk factors for both eating disorders and obesity. 
Psychological Medicine, 45(9), 1811-1823. 
https://doi.org/10.1017/S003329171400289X 
 
Williams, S., & Reid, M. (2010). Understanding the experience of ambivalence in anorexia 
nervosa: The maintainer’s perspective. Psychology and Health, 25(5), 551-567. 
https://doi.org/10.1080/08870440802617629 
 
Willig, C. (2001). Introducing qualitative research in psychology: Adventures in theory and 
method. Open University Press. 
 
Wright, K. B. (2005). Researching internet-based populations: Advantages and disadvantages 
of online survey research, online questionnaire authoring software packages, and web 





Wyatt, R., & Gilbert, P. (1998). Dimensions of perfectionism: A study exploring their 
relationship with perceived social rank and status. Personality and Individual 
Differences, 24(1), 71-79. https://doi.org/10.1016/S0191-8869(97)00146-3 
 
Yager, J., Rorty, M., & Rossotto, E. (1995). Coping styles differ between recovered and 
nonrecovered women with bulimia nervosa, but not between recovered women and 
non-eating-disordered control subjects. Journal of Nervous & Mental Disease, 183(2), 
86-94. https://doi.org/10.1097/00005053-199502000-00004 
 
Young, E. A., McFatter, R., & Clopton, J. R. (2001). Family functioning, peer influence, and 
media influence as predictors of bulimic behavior. Eating Behaviors, 2(4). 
https://doi.org/10.1016/s1471-0153(01)00038-1 
 
Zamawe, F. C. (2015). The implications of using NVivo software in qualitative data analysis: 
Evidence-based reflections. Malawi Medical Journal, 27(1), 13-15. 
https://doi.org/10.4314/mmj.v27i1.4 
 
Zuroff, D. C., Koestner, R., Moskowitz, D. S., McBride, C., Marshall, M., & Bagby, R. M. 
(2007). Autonomous motivation for therapy: A new common factor in brief 
treatments for depression. Psychotherapy Research, 17(2), 137-147. 
https://doi.org/10.1080/10503300600919380 
 
 
